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PREFACE.

The greater number of the Lectures contained in this

volume appeared in the Medical Times and Gazette

during the years 1859-1861. They were printed from

notes which I took of the lectures at the time of their

delivery, and afterwards extended ; and the proof-sheets

were corrected by the Author.

It was his intention to complete the series, and pub-

lish them in a separate volume ; and more than once he

began to carry his intention into practice. On the last

occasion, in 1869, when he enjoyed the able assistance

of Dr. Lauchlan Aitken, uj) wards of thirteen sheets were

printed off, and Lecture VL was then introduced.

The first of the Lectures on Fibroid Tumours, and
ft

part of the second, had been written by Dr. J. Watt

Black for the Medical Times and Gazette in 1866, and

corrected in proof by Sir James himself, but they were

never published. I have drawn up the remainder of the

nine concluding Lectures from my own notes and those

of Dr. Black, with the aid of the Author's Lecture-notes.

Thus ten out of the fifty Lectures are now published for

the first time.

I have prefaced the whole with the Lecture on the

Diagnosis of the Diseases of Women, extracted from the
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first volume of Sir James Simpson's Obstetric Memoirs

and Contributions, edited by Drs. Priestley and Storer.

As tiie Lectures are Clinical, and not arranged in any

systematic order, I have introduced a copious Table of

Contents, and a full Index, to facilitate reference.

ALEX. R. SIMPSON.

52 Queen Street, Edinburgh,

December 1871.
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LECTURE 1/

DIAGNOSIS OF THE DISEASES OF WOMEN.

I SHALL begin these Lectures with the consideration of the

diagnosis of the diseases of the uterus and its apj^endages ; and it

is the more necessary in this respect, that, in studying these affec-

tions, you enter upon a field of practice in which the means of

diagnosis are peculiar in various respects, in consequence of the

anatomical and other peculiarities of the organs themselves, the

diseases of which it is our object to investigate.

But you must permit me to make one or two preliminary

remarks. And, first of all, I would earnestly beg you to hold this

important fact in view—namely, that the diseases of the uterus do

not essentially differ, in their principles of pathology and treatment,

from the diseases of other individual organs of the body. The uterus

is liable, for example, to be the seat of congestion, inflammation,

carcinoma, etc., like any other organ of the body which you can

name. It may be, and certainly is, more liable than other organs

to some morbid states and actions ; but what I wish to impress

upon you is, that its diseases are generically the same as the diseases

of other organs ; and the general principles of their treatment are

also the same, the special modifications of management which they

require not being greater than the special modifications that must

be attended to in applying any general principles of cure to any

other individual organ, or set of organs. You treat and cure, for

example, an attack of acute inflammation of the uterus, or a chronic

inflammatory ulcer of the cervix of the organ, as you would treat an

acute inflammation or a chronic inflammatory ulcer of the cornea, or

of the pharynx, or larynx, or of any other part of the body—with

this difference, that you can apply local antiphlogistic and other

From Edinburgh MontMy Jov/rnal of Medical Science, February 1851, p.

155. Reprinted in Simpson's Obstetrical Works, edited by Priestley and Storer,

vol. i. p. 1.
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curative measures much more readily and easUy to the uterus than

to many other more internal organs. In fact you may, if you deem

it necessary, apply lotions and dressings to an ulcer, for example, of

the cervix uteri, with as much certainty and precision as if you

applied them to an ulcer on the external surface of the body
;
you

can thus almost reduce the organ, in relation to treatment, to the

facilities presented in treatment by an external as compared with

an internal organ.

Modern pathology has made great advances in the management

of uterine diseases. These advances, however, have not, let me
repeat, consisted so much in finding out that the uterus is the seat

of any new, or any peculiar affections, as by finding out means and

methods by which we can detect and diagnosticate the affections

that are actually present in it. Here, as elsewhere, after being

enabled to discover what its diseases really are, the chief difficulty

of the physician is removed
;

for, as I have stated to you, the same

principles of treatment apply to the treatment of specific morbid

actions in the uterus as apply to the treatment of the same specific

morbid actions in other organs. Indeed, if you will attempt to

analyse what the great progress in the medicine of modern times

has actually consisted of, you will, I believe, find that it has con-

sisted, not so much in the detection of any new principles of thera-

peutic treatment, as in the detection of appropriate means for

enabling the practitioner to detect and discover in different indivi-

dual organs, what the actual diseased actions are in those organs for

which his aid may be required. The treatment, for instance, of

inflammation, ulceration, and most other morbid states, was per-

fectly well known and established hundreds of years ago
;
but, to

take our example from the uterus itself, it was not till of late

years that we had certain means and measures of knowing when

inflammation and when ulceration, etc. etc., were present in this

organ.

The study and practice of medicine have confessedly made, within

the last fifty years, enormous advances ; but these advances have

been advances in pathology and diagnosis, nmch more than advances

in therapeutics. And yet, what we still wish and desiderate in

actual practice are still greater advances in our diagnostic means

;

or, to state the same circumstance in other words, at the bed-sides

of our patients we find that it is in diagnostic means, and not in

therapeutic resources, that our existing knowledge is most fre-

quently deficient.
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Every medical man is constantly meeting with difficulties in

practice, and would often gladly avail himself of an opportunity of

resolving these difficulties by appealing to the judgment of some

older and more experienced practitioner. Ask the medical practi-

tioner what the nature of the difficulties is which he most fre-

quently encounters in practice. If he will properly analyse the

subject, he will confess to you that his difficulties most usually

consist in exactly determining what the special disease, or diseased

action, in his patient may be ; not in determining what he should

employ for its cure, provided he were once perfectly certain of its

precise nature, and precise seat and extent. The real difficulties

of the practitioner do not commonly consist of doubts about the

nature and details of the therapeutic measures which he ought to

use ; but they consist of primary doubts and uncertainties as to

what the diseased action is, against which he is to turn his diversi-

fied therapeutic resources. They are doubts, not about therapeutics,

but about diagnosis.

Since the diseases of the uterus and its appendages have of late

years attracted so much more the attention of the profession than

they fonnerly did, one grievous error has been committed in their

study and investigation. It is an error which has been committed

often in the study and investigation of the diseases of other organs,

before we arrived at a sufficiently full and sufficiently comprehensive

view of the morbid affections of these organs. The error I allude

to is the error of exclusiveness. Formerly many practitioners

seemed to look upon all diseases of the uterus as diseases indicative

of debility ; and they treated almost evei;y one of them with muriate

of iron and other chalybeate preparations ; sometimes adding,

where there was any discharge, the local employment of astringent

or tonic injections. I fear that even yet you will find some old

practitioners treating their uterine cases upon this sole principle.

Then a second set of pathologists would, if we may judge from their

writings, seem to suppose that all diseases of the uterus are marked

by, if they do not consist of, congestion and engorgement of blood
;

and that they are to be remedied by the remedies applicable to this

state. A third set, again, look upon the general run of uterine

cases as almost invariably inflammatory in their nature, and imagine

that we are sure, or almost sure, to find in every case inflammation,

or some of its results— as ulceration, purulent discharges, etc. A
fourth set would seem to fancy all uterine ailments to be produced

by some mechanical displacement or dislocation of the uterus, and
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to consist of prolapsus, versions, and flexions, of this organ upon

itself, and ujjon the neighbouring parts. Again, there are some

practitioners—one, in j^articular, in immense practice in America

—

who would appear to believe that the affections of the uterus are

fundamentally nervous or neuralgic disorders, and that they are

always to be treated by the local inunction upon the cervix uteri,

of morphia, aconite, and sunilar sedatives. Another section of

pathologists imagine the so-called uterine diseases are, after all,

not uterine but ovarian ; and that ovarian irritation and inflam-

mation are actually the source and origin of much of the suffering

that is imagined to be uterine in its seat. Lastly, for it is need-

less to extend this tedious enumeration, you will find another

set enjoying the belief that these supposed uterine or ovarian

diseases are not at all uterine or ovarian in their origin, but in

reality diseases of the general system
;

they may not deny that

local affections do occur in the uterus and ovaries, but these local

affections are, in their opinion, results and effects of some more

general constitutional disease of the nervous system, or of the

economy at large.

All of these views are correct in one respect, that they are all

founded partially, though only very partially, upon truth. For, no

doubt, the uterus is in practice seen to be liable to one and to all of

these morbid states. Thus it is liable to congestion, to inflamma-

tion and its consequences, to displacement, to neuralgia, etc.; and

the ovary is liable also to ovaritis, etc. But all these opinions are

excessively unsound and excessively wrong in another point of view,

viz. from their having been in practice pushed by those who have

adopted them, to such an extreme and exclusive length, as to

amount in some instances to a practical fallacy and a practical error

of the greatest possible magnitude. It shall be my earnest en-

deavour to prove to you that in relation to the uterine, as in

relation to other organs, all such extreme and exclusive views are

ever erroneous views. The diseases of the uterus are not always of

one kind and of one character
;
they are of many different kinds

and different characters, and require in consequence many different

modes of treatment ; and we should place ourselves under the most

foolish and fatal fallacy, if we supposed that there was only one

series of morbid actions liable to go on in the uterus and its ap-

pendages, and only one method of treatment applicable to all their

diseased states.

No doubt all such errors in pathology and practice as I have
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just now adverted to, will gradually die away, as medical men

become more intimately acquainted with uterine affections, with

their pathology and treatment, and above all, as they become more

intimate with the proper means of making a diagnosis of the

affections of the internal reproductive organs in the human female.

Certainly such errors will be best corrected in each of you, by each

of you studying earnestly and carefully the means of diagno&ticating

the different morbid states and morbid actions to which these

organs are subject. And, as I have already mentioned, it is my
main object at present to point out to you by what different means

the diagnosis of uterine and ovarian diseases may be effected,

and to state to you the general principles of diagnosis which we
can apply to their detection and discrimination. In doing so, I

shall enter into no historical details ; the knowledge I Avish to

impart to you is that kind of practical knowledge which we con-

stantly require to use and apply at the bed-side, and which we
-must be able to employ in the daily and hourly exercise of our

profession.

In attempting to make a diagnosis of the diseases of the uterus

and its appen(higes, as in attempting to make a diagnosis of the

diseases of most internal organs, the physician calls in to his aid

two sets of symptoms—viz. first, the Rational, Dynamic, or Func-

tional Symptoms, as they have been termed ; and secondly, the

Physical or Anatomical Signs and Symptoms. Let us first note

the very marked and important difference which exists between

these two sets of diagnostic phenomena—since we thus may have

the

SYMPTOMS OF UTERINE DISEASE, EITHER 1. DYNAMIC, OR

2. PHYSICAL.

Under the Dynamic, Rational, or Functional Symptoms are

included all those lesions, deviations, or derangements in the

functions of the afl'ected organ, in the functions of other organs

that sympathise with it, and in the functions and state of the

system generally, that can possibly be excited by the disease or

diseases that we may happen to be investigating.

On the other hand, tlie Physical Signs or Symptoms consist of

those means of diagnosis, and particularly of those exercises of the

senses of touch, sight, hearing, etc., by which we can attain a

knowledge of the anatomical structure, form, density, colour,

position, etc. etc., of the organ which is diseased. By this latter
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set of symptoms or signs—the Physical—we attempt, in fact, to

read and discover within the living body the actual morbid

anatomy of the organ or organs that are affected. We endeavour

by them to study and to ascertain, as exactly as possible, upon the

living patient, those anatomical lesions and changes which we should

expect to detect on the post-mortem examination of that patient,

provided the disease proved fatal.

In detecting and diagnosticating the diseases of the different

organs and parts of the body, the practical medical man has recourse

sometimes more to one of these sets of symptoms, sometimes more

to the other. A diagnosis always becomes more and more accurate,

the more we can conjoin both means of investigation, and draw our

deductions from both sources of evidence. Of the two sets, the

Rational or Functional symptoms are the least to be depended upon
;

or, at all events, our diagnosis is always the less accurate, the less

we can take advantage of the Physical or Anatomical signs.

Surgical diagnosis is, as a whole, more accurate than medical

diagnosis. But why is the surgeon more accurate in the discri-

mination of the affections which he treats than the physician?

Merely because he can, and does, found his diagnostic deductions

far more upon Physical symptoms ; while the physician is of

necessity driven to depend more upon the Rational or Dynamic

symptoms. In fact, in making a diagnosis of the diseases sub-

mitted to his care—viz., those placed upon the external surface of

the body, the surgeon relies almost entirely upon physical diagnosis

alone, because he can handle and examine the diseased parts by

direct tactile examination, and by direct visual inspection. Deprive

a surgeon of these means of physical diagnosis, and throw him back

merely upon the functional or dynamic symptoms that may be

present, without allowing him to exercise his sense of touch, or

sight, or hearing, in the discrimination of the cases submitted to

him, and you will find him as much or more at fault than the

physician sometimes is. Take, for example, a case of any disease of

the eye, leading on to imperfection and dimness of sight. No
surgeon would venture to make a decided diagnosis of what that

dimness or blindness was produced by, provided he were allowed to

appeal to the dynamic or functional symptoms only. He might be

told fully as to the mode and manner in which the blindness came

on, as to its varieties under different circumstances, as to its being

accompanied or not with pain or lachrymation, etc. etc. ; but these

and other circumstances would often be inadequate to enable him to
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decide whether the imperfection of vision arose from an affection of

tlie cornea, or of the iris, or of the lens, or of the retina, or of some

other parts ; or by what particular affection of these parts it was

produced ; while an inspection of the diseased eye itself by the

surgeon— that is to say, a glance at the physical symptoms or

physical diagnosis—would probably enable him to resolve at once

all these difficulties, and to ascertain determinately and unequivocally

what the diseased state of the organ really was.

It is very different with the physician, in reference at least to

some classes of affections. For in some he cannot avail himself of

any of these measures of physical diagnosis which the surgeon finds

to be so absolutely necessary to enable him to come to a correct

decision in surgical cases. In affections, for example, of the brain

and spinal cord, and of their membi-anes and component parts, the

physician can, with a few rare exceptions, make use only, in his

diagnosis, of the dynamic or functional symj^toms. It is only these

symptoms that he can reach in this class of diseases. For we have

no means as yet, and, in all probability, will never have any, in this

special class of affections, of ascertaining, in the yet living subject,

what the special anatomical lesions are, that may be present in the

encephalon or in the spinal canal. We cannot reach and search

these cavities and their contents by any modification of hearing, or

touch, or sight. We can ascertain the morl)id derangements that may
take place in them only by studying the changes and derangement

of function to which their presence gives rise in the nervous system

generally, in the different parts of this system, and in the functions

of those organs which are liable to be more directly or indirectly

influenced by that .system.

In other classes of disease, the physician, however, has fortunately

the power of appealing to physical signs as well as to rational

symptoms. He can derive his deductions of the diseased states of

the organs themselves from both classes of proof ; and you will

always find that in medicine our practical knowledge of these diseases

has progressed proportionally with the amount and extent to which

physical diagnosis has been applied in their discrimination. There

is no set of organs, for example, the pathology and practical know-

ledge of which has advanced more in modern times than that of the

organs contained within the chest. If you look into any work on

the affections of the heart or lungs, written thirty or forty years ago,

you will find a strange contrast between its contents and those of

any modern work written on the same subject. Formerly, physicians
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were often in error in regard to their cases, as to what this or that

thoracic affection might be ; and their true nature was often only

accurately detected after death. The modern physician has almost

always the power of discovering what the affections of the heart and

lungs are, even during the life of the patient ; and can trace,

usually with great accuracy, their morbid anatomy while the patient

is still alive. Mark what this difference between thoracic medicine,

thirty or forty years ago, and that department of medicine now, is

to be attributed to. It is entirely attributable to the fact, that

while in former times physicians were obliged and necessitated to

attempt the diagnosis of these diseases by functional symptoms only,

they have now the power of aiding and correcting that method of

diagnosis by ascertaining a series of physical signs appertaining to

almost every disease of the heart and lungs, through the instru-

mentality of auscultation and percussion. No careful or judicious

physician depends now for the diagnosis of these chest affections

upon functional symptoms only ; but he appeals constantly, in aid

of his diagnosis, to the more certain signs which may be derived

from the pleximeter and the stethoscope.

I might safely repeat the same remark, and with nearly exactly

the same degree of truth, with regard to the affections of the uterus

and internal female organs. Formerly, and even in our own days

still far too frequently, the physician has been led to suppose that

he could make a diagnosis of diseases of the uterus by depending

and relying upon functional symptoms only. A little practice will,

however, I believe, readily convince you, that in most cases we are

necessitated to have recourse to a physical diagnosis in order to ob-

tain anything like an accurate knowledge of the diseases under

which our patients are labouring. Do not suppose that, in making

this remark, I mean to imply that the functional symptoms are of

no value. Nothing could be farther from my belief and conviction.

I by no means wish to state that they are of no value ; all I mean

to state is, that they are not of sufficient value to make a sufficient

distinction between the different individual or special diseases of the

uterus and uterine appendages.

And now, having made these too diffuse introductory remarks,

let me call your attention to what the functional and what the

physical symptoms of the diseases of the uterus and ovaries really

consist of. And first, let us consider
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THE RATIONAL OR DYNAMIC SYMPTOMS OF UTERINE DISEASE.

The uterus performs at different times different functions.

During menstruation its lining membrane forms and exudes the so-

called menstrual fluid. In the intervals between menstmation we

have merely a mucous secretion flowing from the same tissue. And
again, it performs from time to time a variety of important functions

connected with conception and pregnancy. Under different states

of disease, one or more or all of these functions may become per-

verted. In other words, the first division of dynamical symptoms

liable to occur in uterine disease consists of—

I. Derangements in the Functions and Vital Condition

OF THE Uterus itself.—Thus the function of menstruation may

become irregular in regard to the time of its occurrence, or the

duration of its apj^earance ;— or the quantity of the menstrual

fluid which is thrown off;— or the nature of that fluid may vary
;

and it may or it may not be accompanied by pain and suffering

;

—and pain, if present, may be constant, or it may be spasmodic or

paroxysmal. The mucous secretion may be increased or diminished

in its C|uantity or cjuality, or it may become occasionally or con-

stantly mixed with blood or pus. The function of conception may

be interfered with, so that sterility is the result ; or the uterus may

not have the power of canying the fretus beyond the second, fourth,

or sixth month, the patient being subjected to a series of abortions

or premature labours.

The natural states of sensation of the uterus and its appendages

may also be altered and perverted. They may be decreased, but

this is rare. Far more frequently they are increased to a degree

amounting to actual pain ; and the pain may appear under very

different modifications. It may be continuous or intermittent

;

it may be dull and aching, or pulsative, or lancinating, and extremely

severe. Often, when it is present, it is accompanied with a feelmg

of heat and tension ; and far more frequently still, with a feeling of

weight and bearing down. Almost all these pains, resulting from

diseases of the uterus or its appendages, are diminished by the

reclining position, and increased by two circumstances,—by a long

continuance in the erect posture, and by the active and congested

state of the organs, which accompanies the secretion and elimina-

tion of the catamenial discharge. Most of the so-called local pains
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of the uterus are not situated in the position of the uterus itself, or

at least in the central part of the pelvis ; but the patient more

frequently complains of them as located in one or other of the sides

of the pelvis ; most generally in the left side, in consequence, no

doubt, of the left side of the uterus and left broad ligament and

ovary being more liable to be irritated than the right, by the vary-

ing condition of the rectum, which enters the pelvis towards the

left ; and the distensions and accumulations in this portion of the

intestinal canal are certainly often the more immediate exciting

causes of uterine and pelvic pains, if the uterus and its appendages

are tender and predisposed to suffer pain, in consequence of any

diseased condition existing in them.

At present it would be out of place for me to dwell upon the

irregularities and deviations which we meet with in practice, in

these functional symptoms of the uterus in uterine diseases generally,

and in different cases of the same disease. But let me make this

one remark as a caution to you, I shall insist upon it more after-

wards—viz. that identically the same pathological affection does not

always affect identically in the same way the functions of the

uterus. You may have, for instance, fibrous tumours in the walls

of the uterus, one of the most frequent organic diseases in this

organ, producing, as local functional symptoms, increased menstrua-

tion, or menorrhagia ;—increased mucous secretion, or leucorrhcea
;

—pain during menstruation, or dysmenorrhoea
;
and, in the inter-

vals between the menstruations, constant uterine pains and bearing

down, and irritation of the bladder and surrounding parts. But in

other cases of exactly the same organic disease, more or fewer, or

indeed all of these symptoms, may be entirely wanting.

Anatomists tell us that the cerebro-spinal nerves which come

to the uterus are principally distributed to the cervix uteri ;—and

hence it has been considered by some pathologists, that the diseases

of this part of the organ ought to be accompanied with pain,

although the maladies of the body and fundus of the organ may not

necessarily give rise to this symptom. But the results of practice

by no means bear out this theory. The two most common affec-

tions of the cervix uteri are,— 1. Chronic inflammation and its

consequences—hypertrophy, ulceration, etc. ; and 2, Carcinoma of

this part. In practice, cases of both of these diseases from time to

time occur, in which, though the disease has progressed far, yet the

patient has not been made aware of its presence by any increased

tenderness or pain in the part, sufficient, at least, to attract her
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attention ; and it is frequently very difficult to persuade the patient

—nay, sometimes difficult to jsersuade the medical attendant—that

such serious affections are present, because they incorrectly believe

and argue that such affections could not exist without the accom-

paniments of local pain and suffering.

II. Dynamic Symptoms in other neighbouring Pelvic

Organs.—Dynamic symptoms often exist in connection with

uterine disease, not in the uterus or its appendages, but in the parts

and organs in their more immediate vicinity. There may be pains,

for example, about the bladder or rectum ; about the coccyx or

sacrum ; in the groins ; or along the crest of the ilium, and, what

is exceedingly frequent, down the limbs, along the course of the

crural or sciatic nerves. Pains running from the lower lumbar

region, or from the groins down along the limljs, are felt, and often

felt severely, by females even during common menstruation ; and

intermittent pains in the lower ])&\% of the abdomen, or uterine

colics, as they have been termed, are common under the same cir-

cumstances, as well as in difierent varieties of morbid uterine irrita-

tion. The functions of the rectum or bladder may be interfered

with. Defecation may be difficult or painful. Often in uterine

diseases there is constipation ; and sometimes a want of power to

expel the feculent matter, as if there was a kind of paralysis of the

rectum ; this last occurs not unfrequently in cases of retroversion of

the unimpregnated uterus. In many cases the functions of the

bladder are more or less affected. Micturition may be too frequent

— a symjitom that is common to many uterine diseases ; or there

may be great dysuria, as is often seen in cages of pelvic cellulitis,

etc. ; or there may be complete retention, as from the pressure of

uterine tumours ; or the result may be incontinence and impos-

sibility of retaining the urine.

These various pelvic symptoms are, in some instances, mechanical

in their pathology ; in other instances they are sympathetic results.

In other words, they are occasionally the direct result of the

physical pressure of the enlarged or displaced uterus upon the

rectum, or bladder, or trunks of the affected nerves. But, again,

they may be present, and equally strongly marked, although the

uterus is not unnatural in size, or unnatural in jiosition ; and con-

sequently, when the origin of these symptoms cannot be mechanical.

In these last instances, and ijerhajis they are the more numerous

class, we speak of the resulting disturbances of function and in-
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creased sensations, as sympathetic or reflex—that is, as originating in

an irritation primarily seated in the uterus and uterine nerves, but

terminating and felt, secondarily, in the sensitive nerves of those

other neighbouring parts which are affected.

This last remark leads me next to show you, that in diseases of

the uterus, and its appendages, we have often the principal pains

and sufferings of the patient not located in the uterus or in the

pelvis itself, but located in other parts of the body ; or we have a

third series of dynamic symptoms, consisting of

—

III. Sympathetic Pains in different and distant Parts of

THE Body.—This imjDortant class of reflex sympathetic pains or

neuralgias is often so marked and severe as to draw away the atten-

tion of the patient, and even of the practitioner, from the real nature

and seat of the original and primary malady.

Of late years, much important physiological and pathological

information has been laid before the profession regarding what are

termed reflex motions. You are all well acquainted with the nature

and mechanism of the motions that are designated by that term.

You all know that they are muscular movements created by excita-

tion upon distant mucous and cutaneous surfaces, the impression

made upon these surfaces being conveyed by a nervous arc, which

arc always passes through the sj^inal cord, to those muscles that are

ultimately set into contraction by it. The surface or part primarily

irritated and excited is often, in this way, far removed from the

muscles or sets of muscles secondarily called into action. I believe

that often morbid sensations originate in the same way ; and that

you can speak as truly of reflex sensations as of reflex motions. In

your surgical studies you have all studied one form of reflex sensa-

tions—viz. the severe morbid pain in the knee-joint, which is so

frequently found to accompany the early stage of morbus coxarius.

It is impossible to explain, upon any mechanical principle, why a

patient, labouring under disease of the hip-joint, should have the

principal pain in the knee-joint. It is not explicable by reference

to any amount of swelling in or around the diseased hip-joint, com-

pressing the trunks of those nerves that supply the knee. In fact,

the sympathetic or reflex pain in the knee occurs most generally in

the very commencement of the disease, when the lining membrane

merely of the hip-joint is as yet aff"ected, and when there is as yet

little or no swelling or effusion. An impression, or excitation, is

conveyed from this aff'ected membrane by the nerves which are dis-
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tributed to it, and this impression is probably conveyed by them

ujjwards, as high as the spinal cord ; and then another impression

would seem to be reflected or conveyed downwards from the cord

along another set of nerves—viz. along those the branches of which

are ultimately distributed to the knee-joint, the immediate seat of

the so-called sympathetic pain. Or, perhaps, we may state the

matter more correctly, if we say, that the trunk of the nerve going

to the knee has a morbid sensitive impression made upon it some-

where during its course, as it passes through one of its higher

plexuses, or at its origin in the cord itself, producing a change in it

as if its own branches in the knee were painfully efiected. Irritation

of the mucous membrane of the bladder, to take another example,

often gives rise to sympathetic or reflex pains in the orifice of the

urethra, and along the course of the lower extremities. I have seen

several cases where the small, red, granular, and very painful sensitive

tumour which sometimes grows at the orifice of the female urethra,

was accompanied with distressing pain in the heel and sole of the

foot. But it is needless to go to other organs in search of such ex-

amples ; the uterus itself affords us many marked instances, even

when it is not diseased. Thus, when the uterus is distended and

irritated in pregnancy, tlie patient often complains of reflex or

sympathetic pains in the lumbar region, in the mamm?e, in the

nerves of the teeth, etc. When the uterus is the seat of actual

disease, such reflex pains are, as I have just now stated, often very

marked ;
and, at the same time, they are very apt to deceive and

mask the original and primary disease. Some years ago, I saw a

case, with Dr. Johnston of Berwick, which niftde a strong impression

upon my mind, in relation to this question. • The lady had been

under the care of an eminent London accoucheur, and complained

to him principally of pain in the mammae, for which he had ordered,

at difterent times, leeches, and a sufficiently varied course of sedative

local applications, and numerous internal remedies. But he had not

once examined into the condition of the uterus, which was the source

of the sympathetic pain in the mammse. She was suffering, in fact,

not from any diseased state of the mamma, the organ which the

physician was so assiduously treating, but she was suffering under a

slow corroding carcinoma of the cervix uteri. At the time I saw

her, the disease had already destroyed almost the whole tissue of

the cervix, leaving the remainder of its excavated walls hard, rough,

and indurated, like the interior of a dice-box. The dependence

of the reflex or sympathetic pains seen in uterine cases upon the
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uterine irritation itself, as their primary source, is best seen in cases

of displacement. By restoring a displaced utenis to its natural

position, even though only temporarily, you generally at once

moderate or entirely remove the attendant sjrmpathetic effects. We
cannot have the same precise proof in other uterine diseases, as

ulcer, cancer, etc., because we cannot make the exjDeriment of at

once removing the primary irritation.

The reflex or sympathetic pains under which patients suff'ering

from uterine diseases are liable to complain, may be situated in very

different parts of the body. I shall enumerate the principal of

them, and that, as far as possible, in the order of their frequency.

Pain in one or both mammce, such as occurred in the case I have

just now alluded to, is very common in many forms of uterine

irritation or disease ; but is seldom so very severe as it was in that

instance. It is often accompanied by some degree of swelling or

tension in the gland ; and occasionally the areola becomes somewhat

darker and changed, as in pregnancy. These mammary symptoms

are particularly liable to be increased at the period of menstruation.

If a patient complains to you of pain in this part of the body, with-

out your being able to trace any local affection of the mamma itself

capable of creating it, always make the necessary inquiries and

investigations, in order to know whether some congestive, or inflam-

matory, or other diseased action, is not going on in the uterus.

Pain under the left mamma and upon the edges of the ribs on

that side, is also very frequent, perhaps even more so than pain in

the mamma itself. It has sometimes appeared to me to be more

common, in cases of uterine or ovarian disease, occurring in the

unmarried than in the married. It is probably as frequent in

cases of uterine affections, as pain in the shoulder is in cases of

hepatic affections. This pain under the left mamma is sometimes

difi"used along the side ; but more usually it is limited, and the

patient will tell you that she thinks she could cover the whole of

the pained spot with a crown-piece. When it is not severe, it is

not affected by the act of respiration ; but in more severe cases, it

is increased by deep inspiration ; and many a poor patient has been

bled and leeched, etc., over and over again, under the idea that this

pain was an indication of pleuritic inflammation, when, in fact,

it had nothing to do with pleurisy, or any disease of the chest ; but

was merely a sympathetic or reflex pain, and one entirely resulting

from uterine irritation.
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Pains in the right side, or right hypochondriac region, are much

more rare, but are still sometimes also to be met with.

Pain in some of the vertebrce of the back, imitating spinal irritation,

is often also an accompaniment of uterine iri'itation, and is not un-

frequently combined with the existence of the pain under the left

mamma. The patient principally complains of it when the part is

pressed. Many a patient suffering from these sympathetic vertebral

pains, in consequence of uterine derangement or disease, has been

laid up and counter-irritated with the cautery, moxa, etc., under

the idea that there was actual spinal disease present.

Pain in the lumbar region, or in the sacral and lumbar region com-

bined, is especially common, as a sympathetic morbid sensation in

uterine diseases, but particularly in those which consist of any dis-

placement or enlargement of the organ. The great sacro-lumbar pain

which the woman in labour suffers in the same part, is itself entirely a

reflex or .sympathetic pain of the character that we are speaking of.

Pains in the abdominal jiarietes also occasionally occur. Some-

times they are limited to one or other side, occupying the site of

the ascending or of the descending colon. Occasionally they are

confined to a limited spot. But in other instances we find

the whole surface of the abdominal walls tender and neuralsic.

And when this is the case, there is often co-existing a greater

or less degree also of tympanitis— a kind of comlnnation which

is very apt to deceive the young practitioner into the idea

that the disease of his patient is really more formidable than it

actually is. For the combination may lead him to suppose that he

has to do with a case of acute peritonitis, or, if it is of longer

standing, with a case of serious enlargement and organic disease of

the uterus, or ovary, or some abdominal organ. In some cases, the

apparent tenderness is so great that the patient timidly shrinks

under the least touch, and is even terrified at the approach and

pressure of the hand of the practitioner.

Pains in the extremities and joints are sometimes secondary mor-

bid results when the primary morbid irritation or disease is seated

in the uterus. I have already stated to you that pain, stretching

from the loins or pelvis downwards, along one or both of the lower

extremities, is a very common symptom indeed in uterine diseases.

In ovarian enlargement there is sometimes, particularly in the

earlier stages of the disease, a morbid sensation of numbness and

pricking in the corresponding limb ; but this effect is probably

mechanical, the consequence, that is to say, of pressure upon the
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nerves of the limb, and not true reflex or symj^atlietic results. I

had occasion also to mention the occasional excitation of reflex

morbid pain in the heel and foot, by the small sensitive vascular

tumour that occasionally grows in and around the orifice of the

female urethra. Other forms of irritation in the urinary canals

may excite morbid pains in the same distant part ; and I have met

them also, but more rarely, in uterine cases, in which I could not

trace any primary pathological disease in the kidneys, bladder, or

urethra. Under the name of hysterical knee-joint, surgical authors

describe a painful aff'ection of that joint, occasionally accompanied

by swelling and apparent eff"usion, and which has often been mis-

taken for the common white swelling, or scrofulous disease, of the

same part of the body. The pain and other symptoms are so

chronic and so marked, as sometimes to have led the surgeon to

amputate the limb for supposed incurable disease of the joint. I

feel well assured that in these cases the pain in the knee is almost

always, or indeed always, a secondary or reflex pain, and that the

primary source of irritation will be found in some other distant

organ, and very often, indeed, in the uterus or ovary. Similar

pains in the other joints of the extremities seem rarer ; but are not

altogether unknown. At present I have a patient sufi"ering under

chronic inflammatory ulceration of the cervix uteri, and profuse

purulent discharge from that part, with much pain and tenderness

in the canal of the vagina. But she is suffering still more from

severe pain and tenderness of the skin and tissues lying over the

head of the right radius. This pain in the arm has sometimes been

so excessive as to deprive her of rest ; and she herself maintains

that it decreases and increases in correspondence with the chang-

ing state of the uterine irritation and discharge.

Pains in the face and head may also occur. I have already

stated to you, that toothache, as a sympathetic pain, occurs occa-

sionally in patients in the state of pregnancy. I have not had

occasion to trace it distinctly, as a mere reflex and sympathetic

pain excited by disease of the uterus. Local and limited pains,

as over one or other eyebrow in the forehead, in the occiput, in

the temple (clavus hystericus), etc., have appeared to me some-

times to be the secondary consequences of uterine irritation. The

headaches, however, under which uterine patients so often suff"er,

are not generally direct secondary sympathetic eff"ects of the

uterine aff'ection. The cephalalgia in these cases is almost always

a kind of indirect result either of the anemia, or of the deranged
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digestion and assimilation, which so often come to attend upon

chronic uterine afiections. For uterine diseases frequently pro-

duce other deviations in the functions of the body than mere

painful sensations. They often derange the functions performed

by different organs. Let me state to you what phenomena, as

rational or dynamic symptoms of uterine disease, we find most

frequently referable to such.

IV. Derangements of Functions in distant Organs.—
We have already considered the urinary bladder as liable to be

irritated and deranged in its function in uterine disease— some-

times mechanically, but very frequently sympathetically. Let me
merely add on this point, that occasionally the urinary secretion

is altered and very various in its character. The irritation of

pregnancy is well known to produce changes in the urinary

secretion, which have been considered as quite characteristic of

pregnancy ; sometimes the morbid secretion of albuminous urine

occurs ; and one or two rare cases have been recorded, in which

women have suffered from diabetes when pregnant, and have

recovered their usual health completely after delivery. It may
yet be found that uterine diseases are also liable occasionally to

derange and alter the urinary secretion itself; but the subject, as

a source of any rational symptoms of uterine disease, has hitherto

attracted no degree of attention. Uterine patients, when ques-

tioned on the matter, tell you generally, in relation to it, that the

urinary secretion is most variable, and especially that it alters,

from time to time, from being very profuse and watery, to being

small in quantity and loaded with sedimenf?. This sediment is

usually composed of the urates ; but I have seen the triple

phosphate, oxalates, and other morbid ingredients in the urine, in

uterine cases. I am not acquainted, however, with a sufficient

number of facts to be able to state to you whether these occur-

rences are mere coincidences, or whether, in any case, the derange-

ment in the urinary secretion, and the derangement in the morbid

state of the uterus, stand in relation to each other in any respect as

cause and effect.

The intestinal canal is an organ more frequently deranged in

its functions in uterine disease than perhaps any other organ of

the body. Usually the functions of it are performed sluggishly

and inertly. Constipation is very often present ; and the lower

portions of the canal especially appear to have lost their healthy

VOL. III. C
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tone and jjower. At the second or third month of pregnancy

the abdomen of the human female is often larger than it is when
the uterus is actually still more enlarged at the fourth or fifth

month. This early enlargement is the result of the derange-

ment of the functions of the bowels, and more particularly of

the accumulation of gases within them. In the same way a

partial tympanitis often accom2)anies other morbid irritations of

the uterus, as well as the irritation of it from pregnancy. Pi'eg-

nancy is, as you are all aware, not unfrequently accompanied

with dyspepsia in the form of gastrodynia, pyrosis, and other

morbid symptoms ; and nausea and vomiting are very common

sympathetic phenomena in the pregnant state. All these symp-

toms occur also in connection with diseases of the uterus
;
though

more rarely than with pregnancy.

Further, in uterine disease we find another abdominal organ

not unfrequently sympathetically affected—I mean the liver. In

very many women the biliary secretion becomes disordered at the

return of each menstruation—in some a state of constipation, in

others a state of diarrhoea, recurring during each menstrual period.

The biliary and catamenial secretions seem almost vicaiious of

each other
;

and, as in other cases in which such physiological

relations exist, the two functions are not unfrequently simul-

taneously deranged in their pathological actions also— both being

occasionally increased or decreased together; or, what oftener

happens, one being increased in extent and activity when the

other is diminished. In some cases the cure of a uterine disease

seems also to rectify the co-existent, and perhaps resultant,

hepatic derangement
;

while, no doubt, also, in other cases we
find ourselves altogether unable to amend and arrest uterine

diseases and discharges, till we have, in the first instance, used

appropriate means to modify and correct the attendant hepatic

disorder.

The organs within the chest are more rarely affected. Often,

indeed, there is palpitation present, but it is principally in cases

where there has been a loss of blood from uterine disease, or a

constant and profuse leucorrhceal discharge, weakening and debili-

tating the patient ; or when a deranged state of the digestive

functions has led on to the same result. Besides, in prolonged

uterine disease, we very often find the mobility of the nervous

system greatly increased ; and palpitation in all such patients

occurs readily under any excitement, and sometimes forms a
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sufficiently distressing, and, in their own opinion, an alarming

symptom.

At first tliought, one would scarcely expect to find the respira-

tory function ever affected sj^m^jathetically in uterine disease. I

have, however, seen a sufficient number of cases, fully to convince

me that there is in reality a true kind of asthma uterinum, as men-

tioned by the older nosologists. I saw, for example, ^\dthin the

last few days, a lady whose history is briefly this :—She never men-

struated till she was twenty-eight years of age, but every month, or

at the period of the menstrual molimen, there was, instead of men-

struation, a distinct attack of asthma, lasting generally for two or

three days, and sadly shattering and breaking down her constitution.

Her state greatly alarmed her brother, who was himself a medical

man. I attempted, during several successive months, to induce

menstruation, by applying, at the expected periods, nitrate of silver

freely to the interior of the uterus, by the usual instrument adapted

to that purpose. Some sanguineous discharge was the result, with

marked and evident alleviation of the asthmatic symptoms,

I introduced a small galvanic pessary into the interior of the uterine

cavity, and left it there for several months. After wearing it for a

time, the patient menstruated regularly, the asthma entirely disap-

peared, her health and strength became restored, and, for the first

time for many long years, she was able again to join in general

society. Menstruation continued regular for some months after the

instrument was removed, and the asthma was kept in perfect abey-

ance
;

but, on the recurrence of cold weather, she again failed

to menstruate, and, instead of it, had one of her old attacks of

asthma. At her own earnest suggestion and solicitation, I have, in

conseciuence, again replaced the pessary, to which she herself cor-

rectly attributes the new life, as she describes it, which she has of

late years gained. Perhaps such a result may appear not so para-

doxical as at first sight it might look, when we remember that

several German physiologists have insisted that menstruation is a

kind of vicarious respiration, intended to rid the female system of a

cumulative amount of carbon. And you know that Andral and

Gavarret have proved experimentally, a few years ago, that in the

human female there is a kind of direct relation and interchancre

between the amount of carbon discharged in expiration, and the

amount of menstruation present ; more carbon being always exhaled

from the lungs when the patient is suffering under amenorrhoea, or
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when menstruation is arrested by pregnancy, than when she is not

pregnant, and when she is menstruating regularly.

The nervous system., as I have just now had occasion to state to

you, becomes weakened or mobile and supersensitive in most patients

suffering under any protracted, and especially under any weakening

form of uterine disease. There is languor, and at the same time

excitability of mind observable to a distressing degree in many such

patients. There is not the usual capacity for mental exertion. Not

a few are morbidly despondent of themselves and of their state. We
see, sometimes, sad evidence of the effects of uterine irritation upon

the mind and nervous system, in the production of puerperal in-

sanity. In all large asylums you will find cases of insanity combined

with, if not resulting from, uterine irritation and disease ; and in

such institutions the paroxysms of mental excitement are very often

seen to be regulated by the monthly recurring irritation in the

uterus which exists during the days of menstruation.

Occasionally, in cases of uterine disease, there are lesions of the

senses, more particularly of the sense of sight—sometimes the vision

being impaired, and motes floating before the eyes. The whole

muscular system, under such a condition, sometimes becomes debili-

tated and reduced in tone, the patient being unable to take anything

like her usual amount of exercise. You have the same class of

patients, in whom the nervous system is thus weakened and ex-

hausted, occasionally complaining of prickling and numbness of the

extremities, as if these parts were losing their power of motion and

sensation. And local paralyses seem sometimes, though very rarely,

to occur from the irritation of uterine disease in the same way as

they are seen to occur from the irritation of pregnancy. The power

of standing and walking is sometimes weakened and abrogated

from another cause in uterine ailments—viz. from the uterus being

so much enlarged or displaced, as to produce compression upon the

nerves, etc., in the interior of the pelvis. I have seen several cases

where this power was restored to the lower extremities, by restoring

to its position a uterus that was retroverted.

In pregnancy, the cutaneous surface is sometimes affected sympa-

thetically, ephelis and other eruptions appearing upon it. In uterine

disease the skin is often dry and parched, and in an unhealthy state

;

and the cutaneous surface of the hands and feet is particularly liable

to be easily chilled, perhaps from imperfect capillary circulation, or

from imperfect innervation. I have under my care at present, in
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private practice, two cases of amenorrlioea, in both of wliich the face

is thickly covered with acne rosacea. In one of these the cutaneous

eruption has become more than once greatly diminished Avhen

the menstrual discharge was restored by the application of nitrate

of silver and dry cupi5ing to the interior of the uterus— so

much diminished, as to impress my mind with the belief, that the

eruption itself was a derangement in some way or other the direct

or indirect result of the uterine disorder. Some women have, at

each menstrual period, a slight erythematic appearance upon the

skin of the face.

Some time ago I showed Dr. Christison an interesting case, in

which there was amenorrhoea co-existing with such a profuse degi'ee

of chronic salivation and ulceration of the lips and gums, as at first to

have impressed me, as it had impressed other practitioners, with the

idea, that she was suffering under the effects of mercurial salivation.

My inquiries, however, regarding her, quite satisfied me that she

could not possibly have been taking any mercury. In what relation

the amenorrhcea and salivation stood to each other, in this case, as

in other cases, I cannot venture to determine. But you all know

that in some women salivation is a very common dynamical symptom

in pregnancy. The pregnant patient sometimes loses, in this way,

large quantities of saliva daily, up to the very period of delivery.

The thyroid gland, in occasional and rare cases, enlarges in preg-

nancy. I have seen it enlarged also in uterine cases ; but in this,

as in others of these complications that I have named, we yet cer-

tainly want sufficient evidence to determine the actual relation

between these functional derangements and the co-existing uterine

disease and irritation. We have yet to study and learn, how far

they stand related to each other as simple coincidences, or as

regular sequences. And a more careful and complete investigation

of them by pathologists would probably add considerably to the

amount and value of the rational or dynamic symptoms of uterine

disease.

In reference to all these morbid pains and morbid derangements

of function, which may thus in diff'erent cases accompany, and be

produced by, derangement or disease of the uterus or ovaries, let me
make one more general remark—viz. that they are all liable to be

more or less increased in character and in intensity at the menstrual

period, when the uterus and ovaries become congested during the

days of the usual menstrual molimen.
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Lastly, among the dynamic symi^toms produced by uterine disease,

I have yet to state to you that these affections sometimes produce,

and are accompanied by,

V. States of General Constitutional Derangement.—The

states of general constitutional derangement that may be found

attendant upon uterine disease vary with the disease itself.

The inflammatory diseases of the uterus and its appendages are

seldom so acute, except in the puerperal state, as to lead to much

secondary fever ; but inflammation occurring in the cellular tissue of

the pelvis, or in the jjeritoneal coverings of the various pelvic organs,

frequently leads to much constitutional disturbance ; and if the dis-

ease is prolonged, and ends, as it often does, in suppuration, then

you have very well-marked hectic symptoms usually suj^ervening. I

have more than once seen the hectic accompanying a pelvic abscess,

mistaken for the hectic fever of phthisis.

Where there is much and continued loss of blood from polypus,

or cancer, or other causes, you have the results and general effects of

anemia and chlorosis superinduced, with their usual accompaniments

of headache, palpitation, nervousness, etc.

But you have often chlorosis supervening, apparently paradoxi-

cally, under the very opposite set of circumstances, viz. where there

is amenorrhoea, and partial or total suppression of the catamenial

discharge.

In carcinoma of the uterus, the patient, after the disease begins

to break up, usually exhibits the sallow, yellow complexion of organic

disease ; but it is generally mixed up also with pallid lips, gums, and

other symptoms of anemia, in consequence of the frequent violence

of the accompanying hemorrhages. In most such instances, and in

the advanced stages of ovarian dropsy, the general atrophy and

emaciation of the patient become at last extremely striking.

But in a large proportion of uterine ailments, especially in those

of the slighter description, little, or indeed no appreciable amount

of constitutional disturbance is produced. Let me merely further

add, that when the disease is attended with exhaustion, or if the

irritation of it has excited and weakened the nervous system, so as

to render it supersensitive and impressible, hysteria in one or other

of its multifarious forms is always apt to supervene.

We come now to another question—one I have already slightly

alluded to, viz.

—
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WHAT IS THE DIAGNOSTIC VALUE OF THESE VARIOUS FORMS OF

DYNAMIC OR RATIONAL SYMPTOMS, IN THE DETECTION AND DIS-

CRIMINATION OF UTERINE DISEASES 1

This question is in itself a very important one, and I think we
can answer it satisfactorily and decidedly. For I feel assured that

no man, who is practically acquainted with the diseases of the uterus,

can have any hesitation in declaring, that the dynamic symptoms of

which I have spoken, taken either individually or conjointly, are, in

the general run of such cases, altogether incompetent and inadequate

for the purpose of a perfectly correct and practical diagnosis of the

different or specific affections, to which the uterus and uterine ap-

pendages are liable. But do not mistake me in what I wish to state

to you upon this point.

There are two objects of diagnosis which the medical man is to

consider, in relation to every case applying to him for relief, viz. first,

What organ of the body is affected 1 and secondly. How is that organ

aftected 1 In other words, his first duty is, to trace out the seat of

the disease, or the organ or organs which are diseased ; and his

second object is, to determine what special or particular affection of

that organ or organs is present in his patient. Now, I do believe

that the dynamic symptoms of uterine disease, such as I have de-

scribed them to you, may enable us in most cases to determine that

the uterus is aflected. They are, in many cases at least, sufficient to

decide us in relation to the first point that I have named ; but they

are perfectly insufficient, by their own unassisted evidence, to enable

us to come to a decision in regard to the second point, viz. What is

the sj^ecial disease of the uterus, or uterine appendages, under which

our patient is suffering 1 They generally afford us proof enough of

the probability of the uterus being aftected, without proving to us

how it is affected. They may enable us to decide that it is the seat

of some morbid state, or some morbid action, without enabling us

to determine at all exactly what that morbid state, or that morbid

action, may be
;
and, consequently, without enabling us to decide

what should be the proper line of treatment requisite for the relief

of our patient.

In treating of this important point—in endeavouring to show that

the dynamic symptoms are not sufficient to enable a practitioner to

make a differential diagnosis among the different diseases of the

uterus—I have often found it difficult to impress deeply enough upon
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the mind of the student the fact, that there is no practical guiding

relation between the kind or amount of uterine disease that may be

present, and the character of the secondary dynamic symptoms to

which it gives rise ; and hence, that he cannot, in practice, depend

for the discrimination of the different diseases of the uterus from

each other upon the dynamical or functional symptoms. But I think

I can adduce in evidence, with the peculiarities of which you

are all sufficiently familiar to enable you to understand the argument,

in relation to this question, that may be derivable from it.

The rapidly dilating and developing condition of the uterus

during pregnancy, and the state of irritation produced by the ovum

enlarging within it, may be regarded as the same condition in all

women. Pregnancy is the same disease, if I may so term it, in all.

In all cases the vital changes and actions going on in the walls and

in the cavity of the uterus are identically the same. Yet mark how

very different are the dynamic symptoms accompanying this same

condition in different patients. Some patients during pregnancy

are long unaware of the condition in which they actually are
;
they

suffer from no kind of complaint—from no form of distress—no

functional derangement, or dynamic symptom. A second set of

patients during pregnancy are afflicted with severe local suffering,

from irritation, induced by the enlarged organ, in the bladder and

the rectum ; or they have a feeling of prolapsus and bearing down

of the uterus, with pains in the loins, etc. You will find another

and a third series, not complaining of any local feeling or distress,

but suffering under sickness and nausea—under general derangement

of the stomach and intestinal canal—under headache and nervous

afflictions—under toothache or salivation, and other derangements of

the sensations and secretions of the body. But again, in another

and in a fourth set of cases, we occasionally find all the most

frequent dynamic symptoms, local and constitutional, of pregnancy

present, and so well marked, as to impress both the patient, and

sometimes even the practitioner, with the certainty of the existence

of that state ; and yet, after the lapse of a little time, it may be

found that the patient is really not pregnant at all ; the symptoms

being sympathetic merely of some morbid state of the uterus or

ovaries, but not sympathetic of the state of pregnancy, though

very exactly similar to the symptoms which most commonly accom-

pany it.

Observe, for a moment, what important evidence these well-

known facts afford. They afford us evidence to this extent —
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first, that in pregnancy we have the same identical condition of the

uterus, not by any means always accompanied by the same identical

dynamical symptoms, these symptoms varying greatly in different

patients
;
and, secondly, they show us that the most usual dynamic

sj^mptoms— local, sympathetic, and constitutional— which we see

produced by pregnancy, may be present in other conditions of the

uterus than in the pregnant condition. But exactly the same two

conclusions are true in regard to almost every one of the diseases of

the uterus, as well as to its state of pregnancy. In different diseased

conditions of the uterus, as in the condition of it in pregnancy, we

constantly find the same specific affection of the organ exciting very

different phenomena in different women. And further, we find that

apparently, phenomena, or dynamic symptoms, which are nearly if

not entirely identical, may be excited by two or more diseases of

the uterus that are entirely different from each other in their patho-

logy and in their treatment.

I have already alluded to the frequency of fibrous tumours in

the walls of the uterus. Let me take them as an example of the

remark—though, in fact, uterine pathology is full of similar instances.

Fibrous tumours do not, in some patients, produce any very decided

dynamic symptoms ; and even when of large size, occasionally they

may pass for years altogether undiscovered either by the patient or

by the practitioner. Menstruation may be perfectly regular ; and

pregnancy even may take place. In other patients, however, these

fibrous tumours, even when still small in size, sometimes, as I have

already stated to you, produce distressing irritation among the pelvic

viscera, and derange in various ways the physiological functions of

the organ, leading on to menorrhagia, leucorrhoea, dysmenorrhoea,

etc. Here, then, we have a disease identical in character in differ-

ent patients, but producing in these different patients very different

kinds of symptoms. And, if it were necessary, I might repeat the

same kind of deduction, as derivable from the consideration of the

different symptoms attending all other organic diseases of the uterus

in different patients, as chronic inflammation, hypertrophy, polypus,

cauliflower excrescence, carcinoma, etc. etc. In many cases carci-

noma of the uterus produces, from a very early stage of its progress,

distressing dynamic symptoms. But in others it marches onward in

its fatal course for a long time, without occasioning almost a single

dynamic symptom calculated to excite the attention or rouse the

alarm of the patient ; and when marked dynamic symptoms do at

last supervene, how commonly are they mistaken for the symptoms
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of other and milder diseases of the uterus. I have often, on the

other hand, seen cases which have been supposed to be cases of in-

curable carcinoma, when the disease was some more benign and

perfectly curable form of uterine malady, such as inflammatory indu-

ration of the cervix, or polypus. In most, if not in all such cases,

the error committed has consisted in the practitioner supposing he

could make out the differential diagnosis of the disease by dynamic

symptoms alone, and without calling in to his aid the evidence to

be derived from physical diagnosis.

The most malignant organic diseases of the uterus may, as I

have just remarked in relation to carcinoma, long remain occult and

latent in their character
;
they may have marched far on to a fatal

termination, without a single dynamic symptom being present cal-

culated to warn the patient to any knowledge of her state of danger.

But, on the contrary, we have often severe local and constitutional

dynamic symptoms of uterine disease developed, and developed early,

in instances of slight and remedial organic affections of the organs,

as in simple chronic ulceration, and inflammatory eruptions upon

the cervix. And again—mark this other perplexing fact—in other

instances, all, or almost all, these dynamic symptoms may be present,

in their most aggravated forms, for months, and even for years, in

instances of the so-called irritable uterus, or in neuralgia of the

organ—that is to say, in a set of cases where there is actually no

organic disease at all, and where there may be much real distress,

but not much real danger.

To sum up these remarks in one more general deduction, let me
observe, that we sometimes have the same apparent train of local

and secondary dynamic symptoms in neuralgic, in inflammatory, and

in benign and malignant organic diseases of the uterus. And, in

whatever way we may explain the fact, it is still an undoubted im-

portant pathological and practical fact, that in uterine diseases there

is generally no very direct or fixed relation observable between the

intensity and character of the local pathological disease which is

present, and the intensity and character of the dynamic symptoms

to Avhich that disease gives rise. The accompanying dynamic

symptoms may be severe, where the local disease of the uterus is

slight and simple
;
and, on the other hand, it too frequently happens

that the local disease of the uterus is severe and serious in its

nature, when the dynamic symptoms that accompany it are ap-

parently trivial and transient in their character. It is in conse-

quence of this want of relation between uterine diseases and their
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dynamic symptoms, that it becomes so rec[uisite in this chiss of

afiections to have recourse to physical diagnosis, in order to deter-

mine what ascertainable changes have taken place in the structure

and organisation of the uterus or its appendages. It is only by
instituting, in this way, a physical diagnosis, that you can hope, in

most instances, to decide upon the specific nature of the uterine

disease that may be present. In many cases we may make, as I

have already repeatedly stated to you, the general diagnosis of the

existence of uterine disease, by the consideration alone of the rational

symptoms, or functional derangements, to which such disease gives

rise. We can only make a differential diagnosis of what the exist-

ing specific disease is by physical diagnosis
;

or, in other words, by

the physical examination of the anatomical conditions of the organ

itself.

The necessity of physical diagnosis will, I believe, be willingly

confessed by all practitioners in relation to the diagnosis of one

uterine state, that is not a state of disease. I specially allude to

the illustration which I have already brought before you, viz. the

state of pregnancy. In deciding upon the existence or non-existence

of pregnancy in any cases of doubt or importance, no medical man,

who valued his i^rofessional reputation, would deem himself justified

in offering a final and decided opinion upon the subject, by con-

sidering the dynamical symptoms alone— symptoms, which I liave

already described to you to be suflRciently varying and equivocal in

different patients. No medical man would venture to form a

definite deduction and judgment upon the matter until he was

allowed to make some physical diagnosis of the condition of the

uterus,—that is, until he had ascertained by sight or touch, or both,

that the abdomen was really enlarged
;

until, probably, by a careful

external examination of the abdomen by the hand and stethoscope,

he had ascertained that the existing tumour was really uterine, and

really contained a foetus
;

or, in the earlier months, until, perhaps,

he was permitted to make a vaginal examination, in order to make

out the state of development, size, etc., of the uterus. Exactly in

the same way, in deciding upon the pathological nature of any

marked uterine disease, and conseciuently upon the line of treat-

ment which it may require, we believe precisely the same caution to

be necessary, and the same local examination to be requisite, where

there exists any doubt, and where sucli a local examination is not

otherwise counter-indicated. And in a practical point of view, the

examination in a case of uterine disease is far more necessary,
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because far more important, than in the case of pregnancy. In

pregnancy the local examination is had recourse to, in order to

determine a point which time itself would soon alone determine.

In uterine diseases the same physical examination is had recourse

to, for an object of much more immediate and practical moment,

viz. to obtain information sufficient to enable us to form a correct

and precise judgment as to the specific pathological nature of the

case before us, and, consequently, to enable us to select the proper

remedial measures for its treatment and cure.

WHAT ARE THE MEANS OF PHYSICAL DIAGNOSIS, THAT WE MAY

USE IN DISEASES OF THE UTERUS, OVARIES, ETC. 1

Now, in the diagnosis of these diseases, we require to use the.

sense of touch, and occasionally of sight, hearing, and smell. We
require to use the sense of touch in the external and internal ex-

amination of the region of the uterus and of the surrounding parts.

We require to use the sense of hearing in the employment of auscul-

tation or percussion. We require to use sight in the use of the

speculum. And the nature of the foctor emitted by the vaginal

discharge is sometimes almost enough in itself to decide for or

against the existence of extensive carcinomatous ulceration and

disintegration.

The OS uteri is, as you are aware, an opening so narrow as not

to allow the passage of the finger through it for the examination of

the interior of the cavity or walls of the viscus. But it is most

important, in some cases, to be able to make an examination of this

cavity and of these walls, for the purpose of ascertaining various

points with regard to their condition ; and in order to do so, we
may pass through the os a slender metallic finger, or, in other words,

use the uterine sound. Or, if necessary, we may enlarge the size of

the opening of the os, so as even to admit the finger itself, by in-

troducing a series of dilating sponge-tents into the cavity of the os

and cervix uteri. Occasionally matters are discharged from the

cavity of the uterus, of which it is necessary to ascertain the

character and source
;

and, in some instances, we are aided in

coming to a decision upon this matter by the use of the microscope

and by chemical tests. Sometimes there are fluid collections in the

cellular tissue of the pelvis, or in the ovary ; and it may become a

matter of life or death to the patient that we should be able to

trace what the character of these eff'usions really is, and, in jw-



METHODS OF MAKING A PHYSICAL DIAGNOSIS. 29

ticular, whether tliey are inflammatory and purulent or not. We
cannot reach them with the finger, but we may reach them with the

exploring needle, and in this way trace their true character. Lastly,

in cases of neuralgic tenderness of the abdomen and passages, and

more especially when these are combined, as they often are, Avith

tympanitic distension and enlargement of the abdomen, giving an

appearance of formidable enlargement and very serious disease, it is

sometimes impossible to . make an accurate examination of the

abdominal and pelvic viscera till the patient is fully anajsthetised
;

and you have seen in the hospital more than one case where the em-

ployment of chloroform has, in this way, at once dispelled what

previously seemed to be an undoubted and enormous ovarian or

uterine tumour.

We have thus, you will observe, a variety of means of physical

diagnosis, that we may resort to in the detection and discrimination

of the diseases of the uterus, and ovaries, and neighbouring parts
;

and, if we attempt to classify them, we may reduce them to the

following order :

—

1. The external or abdominal examination of the patient by

sight, touch, auscultation, and percussion.

2. The tactile examination of the uterus, ovaries, etc., by the

vagina or by the rectum.

3. That most important mode of diagnosis, viz., the simulta-

neous combination of the external and internal modes of tactile

examination.

4. The use of the speculum.

5. The use of the uterine sound.

6. The use of sponge-tents, with the view of dilating the os

uteri, so that the finger can be introduced into the cavity of the

cervix or cavity of the body of the organ.

7. The microscopic and chemical examination of the discharges

from the uterus and vagina.

8. The employment of the exploring needle in cases of fluid

collections, in order to ascertain the contents of such collections
;

and

9. The adoption of anaesthetic agents, to relax the al)dominal

parietes, and enable us to practise the different modes of examina-

tion, in cases of excessive or neuralgic tenderness of the abdominal

surface or vagina, etc.
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LECTUEE 11.

ON VESICO-VAGINAL FISTULA.

I PURPOSE to devote the first of these Clinical Lectures to the treat-

ment of perhaps the most distressing and deplorable of all the

infirmities to which woman is liable, viz. chronic perforation of the

septum between the bladder and the uterine passages, permitting

the escape of urine, and designated, according to its seat, urethro-

vaginal, vesico-vaginal, or vesico-uterine fistula. This is certainly

one of the most afflicting accidents that can befall the parturient

female
;

for, though it is not immediately fatal, it renders life

miserable, seeing that the acrid urine is constantly escaping and

excoriating and irritating the pudenda and thighs ; and too

often its continual decomposition makes the unhappy patient not

only loathsome to herself, but an object of disgust to all around

her.

I speak of the treatment of this disease more willingly because

it was long looked upon as incurable, and reckoned among the

opprobria of surgery. With others, I used to regard a patient

afilicted with it as a case generally beyond all relief and all hope.

But within the last few months I have come totally to change my
opinion ; and I want now to tell you by what means we can cure

—

I had almost said, certainly and easily cure—most cases of vesico-

vaginal fistula.

The following is the history of a woman operated on for this

disease, and who laboured under it for eight years :

—

Mrs. M'K., aged 40, a native of Ireland, has been married twenty

years, and given birth to ten children. The last two labours were

attended with difiiculty, from the fact of the presentations being

irregular. She is not sure whether instruments were used to eff"ect

delivery or not, but she kept her bed for more than a year after her

last confinement, and it was about a fortnight after that she first

found the urine dribbling away, which it has continued to do ever

since, producing constant soreness and great annoyance and dis-

comfort.
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She first came under my care about two months ago, and at

that time she was placed on the table with a view of being operated

on ; but the great extent of the fistula, and the complete extrover-

sion of the bladder through it, deterred me ; and those of you who

were present at the operation yesterday can best judge how formid-

able a case it was. The opening was large enough to admit easily

three fingers ; the anterior wall of the vagina was so far destroyed

that one of the middle stitches used to close the gap touched at one

extremity the cervix uteri, and reached at the other to within an

eighth of an inch of the orifice of the urethra : and its form was very

irregular, varying with the movements produced by the muscular

contractions of the part. Then the constant protrusion of the red

and vascular anterior wall of the bladder, projecting like a hernial

tumour through the wound, complicated the first stage of the

operation, and rendered the paring of the edges very difficult, from

the risk of wounding the bladder. This difficulty I attempted

to get over by introducing a heavy bullet of lead attached to a wire,

expecting, as the patient was placed on her hands and knees, that

the weight of the lead would keep the anterior wall of the bladder

down in the abdominal cavity ; and it did so, so long as the patient

kept quiet ; but the moment she coughed, or gave utterance to a

cry of pain, the bullet was shot out, and the bladder was protruded

as before. Yesterday I tried to keep it down by means of a sound

passed through the urethra, but the bladder continued to press out

on each side of it ; and I only succeeded in getting the edges at

last partially pared by having the bladder kept back by means of a

whalebone probang, tipped with a piece of sponge, and pushed

through the fistula. Having pared the upper and lower margins of

the fistula, I passed a wire ligature through them, and had the ends

of it drawn tight and fixed. In this way the hernia of the bladder

was j^revented from recurring, and I was enabled to make raw the

remaining parts of the fistulous border with more ease and safety.

The edges were then brought into apposition by means of eight

iron-wire stitches, and kept in apposition by means of an iron-wire

splint, and of which I shall have something more to say hereafter.

The patient is quite well this morning, and no urine escapes per

vaginam. I can hardly bring myself to believe, however, that the

operation will be at once completely successful, when I think of the

great extent of the fistula ; and then the catheter which had been

provided proved to be too short (for the patient is even stouter than

the generality of such patients are liable to become from their inactive
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life) ; and the urine for some time was not allowed to drain away so

freely as it ought.

Here I show you a wire splint with stitches, which I this morn-

ing removed from a patient on whom I operated nine days ago.

The woman is now in her 66th year, and has suffered during nearly

the half of her lifetime from a vesico-vaginal fistula resulting from a

tedious labour. The opening was situated high up, close to the

portio vaginalis uteri, and of small size, requii-ing only three stitches

to hold the pared edges in apposition. For thirty two years she

has not been able to retain a drop of water, except once or twice

when the temporary swelling of the edges of the fistula produced by

cauterisation with the galvano-cauter of Marshall and Middeldorpf,

prevented for a few hours its escape per vaginam. Since yesterday

week every drop has come through the catheter.

Passing from these special cases, allow me to make some general

remarks upon this deplorable disease
;
and,

1. As to its cause.—It is most commonly found as a consequence

of difficult and prolonged labour, more especially the latter ; and

this result has been attributed, 1st, to the long-continued pressure

of the foetal head on the maternal passages, producing mortification

and sloughing of the vagina, and part of the wall of the bladder

;

and, 2dly, to direct injury from the use of instruments. That in

such cases the fistula is not usually caused by the forceps or other

instruments employed, is proved by the fact that the urine does not

flow per vaginam immediately, but only begins to trickle away

some days afterwards, when the slough commences to separate, and

leaves a communication between the bladder and vagina. It is far

more frequently caused, I believe, by the mere morbid prolongation

of the labour giving rise to inflammation and sloughing of the com-

pressed soft tissues, than it is caused by obstetric instruments em-

ployed to shorten the duration of parturition. It may in some

cases, however, be caused by the direct use of instruments. A
patient, the subject of fistula, lately told me that she met with her

misfortune many long years ago, at the hands of a medical student,

who attended her as his first midwifery case, and who, in using a

lancet to evacuate the liquor amnii, by perforating the membranes,

wounded instead the urinary bladder. Vesical fistula has some-

times been produced by the incautious i;se of the perforator. It has

been known to arise also from long retention of a pessary in the

vagina. Stones and foreign bodies in the bladder are said to have

occasioned vesico-vaginal fistulse, by the ulceration which they set
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up ; in some instances it has more certainly been left as a result of

removing calculi from the female bladder, by incising the vesico-

vaginal septum. I have often seen it in cases of cancer of these

parts, complicating and aggravating a malady already sufficiently

distressing, and then, of course, irremediable. I had in the hospital

here under my charge, some years ago, a very rare case, where a

vesico-uterine fistula ensued from an abscess forming between the

bladder and uterus, and opening into both organs. After some

weeks the inflammatory deposit became absorbed, and simul-

taneously the fistula contracted, gradually healed up, and at last

completely closed.

2. In regard to their sifxntion, urinary fistukv in the female usually

implicate the base of the 1)ladder Avhere it rests on the vagina,

sometimes high up, sometimes lower down, but commonly at some

point in the bas-fond. Occasionally the perforation is into the

urethra. In very unusual cases only is the communication between

the bladder and the neck of the uterus.

3. Their extent is very various. Sometimes they are so small as

only to permit the escape of the urine hy drops, and hardly to

admit of the entrance of the finest probe. At other times they are

of vast extent, as in our case of yesterday, where the whole base of

the bladder, and the corresponding part of the vagina, had sloughed

away. The opening may be, and usually is, single ; but occasionally

there are two or even three of them. As regards the extent of the

wound, I wovdd only make this further remark, that the size seems

to make little difference as to the power of the patient to retain her

urine, for almost the smallest opening is sufficient to let out the

water, accumulation of which in the bladder depends more on the

situation of the opening very high up in the vagina, than on its

diminutive size in any case. You will find that some patients with

vesico-vaginal fistula acquire a power of collecting a considerable

quantity of urine in the vagina and bladder as long as they maintain

the recumbent posture.

4. The shape of the opening may be round or oval, or very

irregular. In the patient operated on yesterday it looked of irre-

gular T shape, or more circular, according to the degree of con-

traction going on in the septum and the degree of protrusion of the

bladder.

5. The diagnosis is usually so easy that I need not dwell upon

it. The loss of power of emptying the bladder, and the constant

escape of Avater by the vagina or vulva, taken in connection with

VOL. III. D
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the antecedent circumstances, excite your suspicion, and all doubt

may be at once cleared up by introducing a catheter into the bladder,

and passing your finger along the anterior wall of the vagina, when

you may touch the catheter through the opening. Any further un-

certainty, in regard to its size and relations, may be removed by

introducing a duckbill speculum into the vagina, when the opening

will be exposed, and a jirobe or larger instrument may be introduced

through it into the bladder. Occasionally the diagnosis is not quite

so simple. In a patient whom I have seen with Dr. Thomson, the

fistula is so minute that at first it was with difficulty detected. On
watching carefully the vesico-vaginal wall after the single-bladed

speculum was introduced, a very small quantity of clear urine was

at last seen issuing from one point, and through this point or fistula

only a very slender wire could be passed. In vesico-uterine fistulfe,

in order to discover the perforation you will generally require to

plug the OS uteri with a sponge-tent. The use of the tent aids the

diagnosis in two ways. First, by its presence it prevents the escape

of urine per vaginam, thus proving the communication with the

bladder to be placed higher than the os uteri. And, secondly, the

due expansion of the os and cervix uteri with tents will enable you

to reach the fistula with your finger, or a sound, so as to empower

you to trace the intercommunication between the urinary and uterine

cavities.

In instances in which the diagnosis proved obscure, either from

the smallness of the opening in the vesico-vaginal septum, or from

its being of the vesico-uterine variety, the obscurity of the diagnosis

might perhaps be cleared up by water, and more particularly by

milk or coloured water, being injected by the urethra into the

bladder, while the vagina, os uteri, and anterior wall, were exposed

to sight by the use of the single-bladed speculum, for the point of

issue of the fluid would immediately guide us to the site of the

fistulous communication.

6. Prognosis.—Till lately, most obstetricians and surgeons de-

spaired of being able to do anything in the way of a radical cure of

vesical fistula. My predecessor, Dr. Hamilton, used to speak of

such cases as utterly incurable ; and Dr. Davis averred that all

reported cases of cure were misrepresentations. Vidal, whose book

is probably more extensively read on the Continent than any other

systematic work on surgery, says : "I do not believe that there

exists in the science of surgery a well-authenticated complete cure

of vesico-vaginal fistula, a fistula due to a loss of substance from the
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bas-fond of the bladder." I liave often seen cases operated on, and

in many different ways, and have sometimes tried to operate myself

;

but till lately I never saw a cure. I have often seen a large open-

ing reduced to a small size, but the smallest opening left is enough

to keep up all the patient's misery. Matters are, however, entirely

and happily changed ; and this leads me to speak of

—

7. The treatment of vesico-vaginal fistula.—One former mode of

treatment consisted in introducing a catheter into the bladder as

soon as possible after the fistula had formed, and leaving it there to

prevent accumulation of the urine, in the hope that in the contrac-

tion which ensued after the sloughing the fistula might close up.

Cases of success from this treatment have been reported from the

time of Desault downwards. But it can scarcely be expected to

succeed in puerperal vesico-vaginal fistuke, except either when they

are very small, or the result of cutting instruments. This simple

means has apparently also succeeded in some cases in which an

opening in the vesico-vaginal sej^tum was intentionally made for the

purpose of removing calculi from the urinary bladder.

Caustics and the actual cautery have long and frequently been

employed, but with a success which at the best is usually only tem-

porary. So long as the swelling of the margins produced by the

application of the irritant continues, the escape of the urine may be

restrained ; but when this has subsided the case soon becomes as

bad as ever. I have seen this treatment applied by Dr. Liston and

others, and have often adopted it myself, but I never once saw it

succeed in affecting a complete cure.

It has been also proposed to close vesico-vaginal fistulaj by

obstructing them, for a time, with a removable plug of caoutchouc,

or gutta percha, applied on the principle of the ball-valve, to their

vesical opening ; and again by filling them, when small, with hemp

or worsted threads, and withdrawing a thread from time to time as

the perforation contracted. I have perseveringly tried both of

these plans in very favourable cases, but altogether without any

beneficial result.

Nearly two centuries ago, in 1663, Hendrick van Roonhuyse, a

practitioner of Amsterdam, whose name is connected with the history

of other suggestions in operative midwifery, first proposed to cure

vesico-vaginal fistulse on the same surgical principles as harelip

—

namely, by paring or vivifying the lips of the fistula, and then

bringing and keeping their raw edges together with stitches of silk.

But there is no evidence that Roonhuyse ever put his own proposi-
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tion into practice. In the course of the last centnry, Voelter of

Wurtemberg, and Fatio of Basle, were the first apparently to try

this operation ; but both of them failed to cure their patients by it.

Even the very remembrance of this method of treating vesico-vaginal

fistulse seems to have afterwards fallen into oblivion, till, in 1812,

the late Professor Naegele of Heidelberg recalled the attention of

the profession to it. I am not certain who had the good fortune

first to cure a case by this means. But during the last half-century

many modes of vivifying the edges of the fistula by differently shaped

knives, scissors, and caustics, have been suggested and practised ;

many varieties of stitches employed— as the " interrupted," the

" continuous," the " quilled," the " twisted " suture, etc., and many

means and modes of passing these stitches or sutures have been pro-

posed. It has been attempted even to introduce the stitches from

the cavity of the bladder, as well as from the vagina. And other

means than stitches have been employed to hold together the raw

lips of the fistula, such as the bladed compresses or leaf-like instru-

ments suggested by Naegele, Laugier, and Lallemand. Serres fines

have also been used in this way. But sutures of hemp and silk

have been most commonly made use of, and some cases have been

published where they were reported as successful. Jobert of Paris,

and Wutzer of Bonn, who have operated in this way by j^aring the

edges and bringing tlie raw surfaces into ai^position with them more

frequently and with better success, perhaps, than any other sur-

geons, have effected cures only as exceptional instances ; and when

in Bonn, I saw Wutzer operate for the fourth time on the same

patient. In Paris they still operate in this way, as I learn from a

letter I had a day or two ago from Dr. Bozeman, who saw Robert

lately close up the wound with tape. Lately, Simon of Darmstadt

has reported some cases of success by using a kind of double silk

suture.

The grand revolution, however, that has of late been accomplished

in the success of the operation for the cure of fistula, is owing to a

change in the mere material of the suture, or, in other words, owing

to the introduction of metallic sutures instead of the sutures of hemp
and silk or other organic materials which were formerly employed

to bring and keep the edges of the wound in apposition ; and the

success which attends their use is to be explained by the important

general law that living tissues bear the contact of non-oxidisable

metallic bodies for any length of time without being excited to take

on an inflammatory action, or if such action be excited, it does not
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usually go beyond the stage of adhesive inflammation. We see this

law in surgical pathology exemplified in those cases where bullets,

small shots, needles, etc., get lodged, and remain imbedded in the

tissues for many years, without causing any liigh grade of inflam-

mation. There was here, a few weeks ago, a noble duke who carries

in his shoulder a bullet which got lodged in his body in the time of

the Peninsular war, now more than forty years ago. Silk and other

organic sutures, on the contrary, j^roduce an inflammation which

soon passes on to suppuration and ulceration, or the higher grades

of the inflammatory process. We see a striking proof of the differ-

ent effects of the two kinds of suture in this, that formerly, when

silk or hempen threads were used in the operation for vesico-vagiual

fistula, cures were so rare and exceptional, that a successfal case was

boasted of as a triumph
;
whereas, during the last two months, 1

have operated in four cases, using metallic sutures, and all but the

first of them have been successful ; and three cases of vesico-vaginal

fistula cured in succession, each by one operation, was a success which

we formerly never dreamt of. Dr. Marion Sims of New York, who

has in a great measure led the way in this modern revolution re-

garding the treatment of vesico-vaginal fistulse, tells us that he

operated twenty-nine different times on one unfortunate jiatient,

using always threads of hemp or silk, and always without success

;

but that on using metallic sutur(!S in the thirtieth operation, a cure

was at once efl'ected.

Last summer, I took occasion to make an extensive series of ex-

periments upon the relative merits of metallic inorganic sutures and

ligatures, and upon the relative surgical qualities of different metallic

threads. These experiments were, for the most part, kindly performed

for me by my friends Mr. Edwards, Mr. Jarcline Murray, and Dr.

Coghill, and the subjects of the experiments were a number of

unfortunate pigs, which were always, of course, first indulged with a

good dose of chloroform. We made corresponding wounds of various

kinds, usually on directly opposite sides of the body, and sewed

some with threads of silk, hemp, cotton, etc., and others with threads

of silver, gold, platinum, lead, iron, etc. As a general result, the

contrast between wounds sewed with organic threads and wounds

of corresponding size and situation upon the same animal, sewed

with metallic threads, was most striking and remarkable. For while

the silk and other organic sutures almost invariably began to inflame

and suppurate along their tract a few days after their introduction,

the metallic sutures remained, as it were, quite passive in the lips of
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the wounds, and without exciting any apjireciable inflammatory dis-

turbance. I have seen enough of cases in the human subject to

convince me -that the same comparative results, as a general law,

follow the uses of these two forms of suture in the surgery of the

human body. In fact the surgeon is almost invariably obliged to

cut out a silk or other organic thread a few days after its introduc-

tion, in consequence of the suppuration and ulceration which its

detention excites. You may leave, on the other hand, a metallic

suture, without any such consequences, for weeks or months instead

of days.

Why do metallic threads not lead on to the higher degrees of

inflammation, such as suppuration and ulceration along their tracts

and in their neighbourhood, as organic threads do 1 I believe this

question is to be solved by the mere fact of metallic bodies or threads

lying unchanged and inert in and among the tissues with which they

are in contact. If we introduce a metallic wire into a part, it has no

power of absorbing the fluids there, and lies in apj^osition to the

tissues without irritating them. A thread of silk absorbs the fluids

thrown out—lymph, or pus, or whatever else it might be—and these

dead fluids remaining in the thread, and becoming decomposed,

render it a small tract or nidus of putrefaction and infection. In

the experiments already alluded to, I repeatedly took silk threads

which had been a few days in the lips of wounds in the pig, and

had there produced suppuration in their tracts, and placed small

portions of them in the bottom of new wounds in the same animal.

Within a day or two, severe inflammation, sometimes of a carbun-

cular form, aj^peared in the lips and sides of these new wounds,

showing the acrid and morbific nature of the dead and decomposing

materials absorbed by and retained within these organic threads.

What metal is best 1 This question has been often asked, and

variously answered. Sims uses always silver wire in preference to any

other. Mettauer, like Diefifenbach, operated with leaden wires. I

have always used the ordinary simple and cheap blue iron wire of

the shops ; and believe it is the best. What is required is a material

not readily oxidisable, and possessed of a certain degree of strength

and tenacity. Now, it has been found that a certain thickness of

wire, if made of lead, will sustain a weight of 1 lb., silver 9 lbs.,

platinum 13 lbs., iron 26 lbs., from which it will be seen that iron

wire will not so readily give way as some of the others. But is it

from any particular reason more irritating than these, or more likely

to produce a high, and dangerous, or destructive degree of inflam-
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mation 1 The liability of iron to rust, or become oxidised, at once

occurs to most minds as likely to impair its usefulness, and render

it irritating to the tissues with which it is brought into contact.

But we know that iron, in some forms, does not become oxidised in

the body, and causes no disturbance whatever in the tissue. Needles,

for instance, usually excite little or no inflammation ; and I show

you here a portion of a needle removed by Dr. Murray from a

child's foot, in which it had lain three years and four months with-

out becoming in any degree roughened on the surface by rust or

oxidation. And Schonbein has shown that by being submitted to

certain processes, iron may be rendered what he calls " passive ;

"

and, in this passive state, it is not at all liable to become changed

and oxidated. For while iron, in the ordinary condition, gives rise

' to a sort of effervescence on being introduced into strong nitric acid,

of sjjecific gravity 1 '3, this phenomenon is not seen when the iron is

in the jjassive state. This condition may be induced in various ways

—by passing a piece of wire through the flame of a spirit-lamp, by

introducing the wire into nitric acid at the same moment and in

contact with a piece which is already passive, or, as in the wire

which I commonly use, by annealing, which is done, I am told, by

putting the hot wire into an oil bath. The wire, then, which I

always use, and which I believe to be the best, as it certainly is the

cheapest, is the ordinary annealed iron wire of the shops, and of the

size known as No. 32. I have by me here some specimens of iron

wire coated with tin, silver, etc., as well as wires of platinum and

other metals ; but not one of them fulfils any indication better than

the simple annealed blue iron wire, which may be bought at any

wire-worker's for a shilling a pound. Through the kindness of my
esteemed friend. Dr. Aveling of Sheffield, the firm of Cockers

Brothers, of that town, have lately manufactured an iron wire for

surgical purposes drawn out of the finest procurable material, and,

in this respect, superior to the common iron thread I have always

used.

Subsequently I will explain minutely the mode of performing

this operation, step by step.
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LECTURE III.

ON VESICO-VAGINAL FISTULA.

Before explaining the details of the operation for the cure of

vesico-vaginal fistula, allow me to observe that you must choose a

bright clear day for it, and have the patient placed well exposed to

the light. It is an operation for a sunny summer, rather than for a

bleak November, day, as you must have abundance of light sent along

the speculum to enable you to guide your knife and needles correctly

and safely. When operating on a patient some days ago, the light

was sometimes so obscured by heavy passing clouds, that I was

obliged at times to desist ; and particularly if one of these clouds

came athwart the sky after the needle had been passed, I found it

quite impossible to introduce the Avire into the eye until the cloud

had cleared away. Then you will require three or four assistants.

One is always necessary to hold the speculum in situ, to keep aside

one of the labia pudendi, when required, with the finger or with a

bent copper spatula, and to be ready to hold aside some of the ends

of the wires. Another will, if requisite, keep aside the other labium,

and catch the ends of wires on his side ; a third takes charge of

instruments and sponges ; and the fourth attends to the exhibition

of chloroform, provided the patient is placed under its influence.

The mere amount of pain endured by the patient is perhaps less

than in most surgical operations, as the walls of the vesico-vaginal

septum are far less sensitive than you would a priori imagine.

In what position will you place your patient? Formerly we
were generally advised to have her placed on her back, as in the

position for lithotomy. Wutzer turned his patients upon the belly.

Dr. Sims has eff'ected an important improvement in teaching us to

place the patient either on her elbows and knees, or simply on her

left side and somewhat prone, and to introduce a duckbill speculum,

resembling the one I now .show you, with which the rectum is pulled

upwards, and a flood of light thrown on the exposed fistula. The

instrument I hold in my hand is one slightly modified by Dr.
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Bozeinan, from the original pattern of Dr. Sims ; and a very good

and serviceable specnUim it is for this operation. But it always

seems to me that it might be improved by being made self-adjusting

and self-supporting, by means of a spring or screw, as we might

then dispense with the services of an assistant, for whom it is a

very irksome task to hold this heavy instrument so long and so

steadily in the recjuired position.

Having thus arranged for the position of the patient, and the

exposure of the fistula, you have now to consider what instruments

you are likely to require. Taking the after-treatment into consider-

ation as part of the operation (as, indeed, it is essential to its suc-

Fig. 1.

cessful issue), you will find the i^roceedings divisible into five stages,

in each of which a particular instrument or set of instruments comes

into recpiisition.

1. The edges have to be pared.

2. Stitches have to be introduced.

3. The raw surfaces have to be brought into apposition.

4. The threads have to be fixed or tied, and the lips of the

wound kept firmly together.

5. A proper catheter must be chosen and adjusted, and an appro-

priate and careful after-treatment has to be pursued.

1. Paring the Edge of the Fistula.

For denuding the margins of the fistula, you require to catch up

the middle point of the edge of the lower lip of the fistula, with a long-

shafted tenaculum (Fig. 2), or with artery forceps, or with a small vol-

Fig. 1. Tlie speculum used in operating on vesico-v;iginul fistuKe, with blades at

either end of different sizes (quarter size).
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sellum, and then the cutting is effected either with knives or scissors,

or both. Sims and Bozeman use both—the scissors being emijloyed

by the latter to pare the upper border of the fistula, or to remove any
small portions of mucous membrane that may chance to have been

Fig. 2. Fig. 3. Fig. 4. Fig. 5.

left. I find that I can succeed best with knives alone for this and

for all the other purposes in which cutting is required in the opera-

tion. You may either employ the two knives of Mr. Baker Brown,

the blades of which are set at an angle to the shaft, with the cutting

Fig. 2. The tenaculum, or sharp hook used for catching up the edge of the

Tuucous membrane of the vagina around the fistula (half-size).

Fig. 3. Straight knife used for paring the edges of fistulse (half-size).

Fig. 4. Bent knife used for paring the edges of fistulfe (half-size.

)

Fig. 5. Lateral view of the same (bent) knife to show the angle at which it, the

blade, is bent (half-size).
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edge of the one turned to the right, and the other to the left side

(Figs. 4 and 5), or you may use a straight spear-shaped knife (Fig.

?>), which will serve alone all your objects. In performing this part

of the operation, you must he careful to have the edges bevelled off

to a considerable distance from the vesical margin, so as to leave as

large a surface for adhesion as possible ; and to effect this with

greater certainty, you will do well to enter the point of your knife

into the vaginal mucous membrane at some distance from the

fistula ; then transfix with your knife the edge of the fistula to the

extent you intend to remove it, and bringing it out at the vesical

Ijorder, carry it right and left fairly round the opening, so as, if

possible, to bring out a complete circle of tissue. Do this part of

the operation cautiously and carefully, and I would beg to add

slowly, in order that you may do it thoroughly and well. In this

way you can make sure of leaving a raw surface all around the

opening, and this is absolutely essential to the success of the whole

operation, seeing that the least bit of mucous membrane left would

prevent the much-desired union by the first intention. I have here

a very ingenious knife invented by Dr. Ileywood Thompson, of

Aigburth, furnished with a blunt protecting blade in the manner of

the razors used by insane persons, and intended to prevent the

knife from cutting too deeply. Naegele seems to have thought of a

similar knife for the same purpose.

In certain cases Jobert, after paring the edges, dissects the

cervLx uteri from the bladder close up to the peritoneum, with the

object of allowhig the edges of the fistula afterwards to keep better

in apposition ; but this proceeding seems both very unnecessary and

very dangerous, and serves, perhaps, in some degree to account for

the mortality of the operation which has happened from his mode

of operating.

You will require a pair of long artery forceps to seize and twist

any small vessel that may bleed very profusely; or you may have

ice provided to stop any hemorrhage that occurs ; but usually time

and exposure to the air, or the temporary introduction and pressure

of a sponge in the vagina suflfices. And now you may allow your

patient to rest for a little, to see that all the necessary apparatus is

prepared for

2. The Introduction of the Stitches.

Till lately this has been found to be the most difficult part of

the operation, and that which demanded the greatest expenditure of
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time, when metallic sutures were used. For the fact is, that metal-

lic threads cannot be inserted easily

into the lijis of any wounds with

common surgical needles. If the

angle of the metallic thread, passing

through the eye of the needle be-

come bent or twisted, or even dis-

placed, the thread will not readily

follow the needle. To overcome this

difficulty, Drs. Sims andBozeman have

been in the habit of fii'st passing

needles armed with silk threads, to

the ends of which the metallic threads

were subsequently attached and so

pulled through. In this way they

passed always a double set of threads,

first a set of silk threads, and then a

set of metal threads. For passing

the needle. Dr. Bozeman, like Wutzer,

Jobert, and others, has invented an

ingenious porte-aiguille, while Sims

uses a simple notched pair of forceps,

which answers the purpose admir-

ably well. In my first cases I fol-

lowed out the same plan for intro-

ducing the stitches, viz., silk first,

and afterwards iron threads ; but

having found it exceedingly cumber-

some and tedious, I had recourse to

a long needle on a fixed handle bent

towards the point at an angle and

Fig. 6. Tubular needle for jjassiiig wire

threads through the lips of vesico-vaginal

fistulse. A wire is represented as passing

through the tuhe. The figure is of full

size— the extremity of the needle looking

thicker and larger than it really is. Only

the commencement of the handle is repre-

sented in the woodcut.

Fig. 7. Fork or pulley used in drawing

through the wires to prevent them from
Fig. 7. Fig. 8.

cutting the vaginal mucous membrane above the wound (half-size).

Fig. 8. Blunt hook for directing the point of the needle (half-size).
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distance corresponding to the bend and length of the blade of the

Icnives I have shown you. This I first passed through the two

edges of the opening ; and then having introduced the end of an

iron thread into the eye, I withdrew the needle, and in this way

lirought the thread baclvAvards through the fistulous margins. The

introduction of the stitches was thus so far simplified, and the time

spent in the previous passing of silk threads was saved ; but still

there remained the difficulty of passing the iron thread into the eye

of a needle situated in a deep and rather dark cavity. This final diffi-

culty was got over in the operation formerly noticed (Lecture II.), by

the use of the hollow needle (Fig. G). Tlie immediate idea for the

construction of this instrument was derived from the description of

my friend, Mr. Startin, of London, of a curved needle which he

was getting made. The needle which I have had made for vesico-

vaginal fistula is formed of a simple tube fitted into a metallic

groove, to which the handle is fixed ; one orifice is close to the

point, the other is near the handle. The wire is pushed a little

way into the latter of these orifices, and afterwards, when the needle

has been passed through the margins of the wounds, it is pushed

right through, and seized with a long pair of dressing forceps. The

needle being then_withdrawn, the iron thread is left in its place,

and may be pulled through as far as is required. In pulling it

through, you may make use of a fork or director (Fig. 7), invented

by Dr. Bozeman, to prevent the wire from cutting the mucous mem-

brane. The only other instrument required in this stage of the

operation is a blunt hook (Fig. 8), which is used to fix and support

the parts through which the eye of the needle is to pass ; or rather

the points from which it has to emerge. In this respect, you will

find it of great use ; and the hooked extremity holds forward and

steadies the end of the needle after it has protruded, until you have

secured and pulled forward the wire. If tli^e thread is thus drawn

through sufficiently before the needle is retracted, you have no need

of Dr. Bozeman's " fork." Let me make one observation more, and

that a most important observation, regarding the breadth and depth

of the stitches which you introduce. I have advised you to pare

the edges of the fistula fully and freely ; I now beg to advise you

further to bring together its pared edges with stitches that will hold

strongly and steadily. Enter your needle below, and make it

emerge above, nearly half-an-inch on either side of the fistulous

opening (see Fig. 9), where the distance of the entrance and exit of

the threads from the edges of the fistula is represented perliaps as
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too narrow. When the iron threads are at last pulled together, this

distance will appear greatly diminished. And pass your needle

down near to the mucous membrane of the bladder, or down near

to the vesical side of the wound, mthout, however, allowing it to

perforate through the vesical mucous membrane itself. If it does

Fig. 9.

happen to pass either thus too deep, or not deep enough, withdraw

it and reintroduce it properly. It is a thousand times better to do

this and other steps of the operation well, than to do them quickly.

3. Coaptation of the Edges of the Fistula or Wound.

Dr. Bozeman recommends the edges of the wound to be brought

closely together by passing the ends of each pair of threads through

the perforation of this, his "suture-adjuster" (Fig. 10), and sliding

Fig. 9. View of the anterior wall of the vagina, with the os uteri aljove and
the orificium uretliraj below ; and showing a fistula with the edges pared and the

stitches passed. (Modified from a figure hy Sims.)
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the adjuster along them down to the wound, when by pulling tightly

on the extremities of the sutures the raw surfaces may be brought

into apposition. The stifihess of the wire suture prevents the re-

opening which would ensue on the removal of the ad-

juster, from the elasticity of the tissues, if sutures of silk

or hemp were employed. But perhaps the best form of

" adjuster " consists of your own fingers applied to the

wires passed through the loAver lip of the wound. For

if you merely pull tight each separate pair of threads,

and then the whole together, and press up below the

lower layer of them the inferior lip of the fistula so as to

press it against the upper, you will usually get the lips

into more perfect apposition than by other means. In

this and the next part of the operation, as the ends of

the different wires are liable to become entangled with

each other, you will require to be provided Avith a sort

of rake or small steel rod, bent near the point at a

right angle, with which you will be enabled to separate

the extremities of the several stitches. To facilitate the

apposition and adaptation of the lips of the wound,

Dieffenbach proposed to make incisions through the

mucous membrane at short distances on either side ; but

these, I believe, will rarely, if ever, be found necessary.

4. The Securing of the Threads and the

Consolidation of the Parts.

After the margins of the fistula have been pared,

the stitches properly introduced, and tlie raw surfaces

brought fairly into apposition, the next point is to tie

and fix the tlireads in such a manner as to favour

a speedy union, and provide against the reformation of the fistula.

It is in the manner in which this object is sought to be at-

tained that we find at present the chief differences in the modes

of operating pursued by the variou-s surgeons and accoucheurs who
have lately been giving their attention to this subject. Dr. Sims

now contents himself with introducing a series of simple silver

sutures, inserted closely together, and fixed by being twisted at the

extremity. He adjusts the edges by pulling the ends of the wires

Fig. 10. Bozeman's suture-adjuster. Tlie long figure gives a face view of the

instrument, tlie short figure gives a lateral view ,of its extremit)' (half-size).
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with a pair of forceps, steadily through a sort of adjuster held in his

left hand, and afterwards used as a fulcrum of support, whilst the

wire is twisted by making a rotatory motion with the forceps, as

shown in Fig. 11. But it is a grave objection to this plan of pro-

Fig. 11.

cedure, especially in large fistulas, that it makes no provision against

the movements which are produced in the surrounding parts and

lips of the fistula, by the spasmodic workings of the muscular wall

of the bladder, and of which we have an evidence in the frequent

Fig. 11 shows tlie m.iiiner in which Sims adjusts ami fixes tlie silver sutures.

(After Sims.)
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twistings and occasional expulsion of the catheter. The simple

twisted wire stitches offer no check to this muscular action, and

afford little or no support to the yielding margins of the wound

either transversely or longitudinally ; and the consequence is that

the urine is liable to be allowed to pass into the wound at some

temporarily gaping point, and thus prevents adhesion.

As it is essential to the success of the operation that this spas-

modic action of the bladder be restrained, or its effect at the seat of

the wound countei-acted, one or two important additions have been

made to the simple suture. Dr. Sims used at one time what he

called a " clamj)-suture," the essential part of which consisted of two

longitudinal metallic bars to be placed on each side of the wound,

and with perforations in each corresponding to the number of

stitches introduced. Through these the ends of the threads were

fixed by means of split shot, compressed tightly upon them. The

ulceration produced by the pressure of the clamps has induced him,

however, to lay them aside, and to use solely, as I have said, the

simple metallic sutures, as was done several years before by his

countryman Dr. Mettauer.

An important improvement was effected by Dr. Bozeman, in

the introduction of what he has called the " button-suture." The
" button " or shield consists of an oval piece of flexible lead,

Fig. 12. Fig. 13.

rendered concave on the surface which is to lie next the wound,

and perforated along the ridge with a row of holes corresponding

to the number of stitches used. The ends of threads having been

brought through these holes, the button is pushed down along

them and adapted to the part by means of a special instalment

—

the " button-adjuster." A small perforated " crotchet " or pellet of

lead is then passed over the ends of each suture, and afterwards

pushed down close to the button, and tightly compressed by means

Fig. 12. Bozeman's "button " a.s it is being passed along the threads down to

the wound. (From Bozeman.)

Fig. 13. Bozeman's "button-suture" finally applied and fixed with perforated

shot. (From Bozeman.)

VOL. III. E
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of a pair of strong forceps—the so-called " crochet-adjuster." By
this excellent and original contrivance the parts are settled and

consolidated, in one direction at least ; for all motion is prevented

longitudinally, or lengthways, in the direction of the wound ; but

it may still be produced crosswise, or transversely to the course of

the wound, as you may satisfy yourselves by handling this piece of

soft leather on which Bozeman's suture-apparatus has been fixed.

I o^^erated on one patient according to this plan, but the operation

did not succeed, and I should not be inclined to repeat it. I used

five stitches in this case, and the failure was due, I believe, to the

circumstance that, in attempting to adjust and compress the third

or middle " crotchet," I accidentally crushed it obliquely, so that

it was not accurately fitted to the corresponding perforation in the

" button." I observed this at the time, but as I could not remedy

it without removing three of the stitches and introducing others in

their place, I thought it better to finish the operation and trust to

the other four sutures keeping the edges sufiiciently in apposition.

On the second day, however, urine began to escape through the

wound ; and when the apparatus was removed on the tenth day, a

small opening was left at the site of the central thread. This

unfortunate result was, perhaps, owing to my own awkwardness
;

but where the consequences of a slight mistake are so important, it

would be well to simplify as much as possible the plan of the

operation, and so obviate more effectually all risk of failure. On
the next occasion where I had an opportunity of operating for

vesico-vaginal fistula, I was under rather unfavourable circum-

stances—in the country, and with imperfect instruments—so that

I had not the means of applying the button according to Bozeman's

method. I therefore made two parallel rows of holes along the

leaden plate, and bringing the respective ends of each suture through

opposite perforations, I simply tied them across the intervening-

ridge or bar. No doubt tying or twisting the threads in this way
is simpler and easier, and less complex, than fixing them with a

leaden shot. In this case the patient had had the fistula for

twenty-nine years ; but now she can retain and make her water

as comfortably and freely as she ever did in her j^ounger days. In

removing the button on the tenth day after the operation, however,

it struck me that it had very nearly proved unsuccessful from the

amount of transverse motion that had been going on, and that had

prevented the edges of the button from constantly resting on the

surface of the vagina.
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To consolidate the lips of the fistula and surrounding parts

therefore, still more, and to keep them perfectly at rest in all

directions, I have used an iron-wire splint (such as the one already

shown you) in the last three cases in which I have operated for

vesico-vaginal fistula. It is made by twisting with the fingers ten

Fig. 15.

to fifteen strands of the iron thread into a cord, the ends of which
are then doubled over each other and plaited round into the form
of a circle. This is very light and flexible, and may be compressed

into an ovoid or other shape, according to the necessities of the

case. A sharp-pointed instrument or borer is used for passing

among the wires to make a corresponding number of openings

Fig. 14 shows the iron-wire splint as it is being passed along the threads down
to the pared wound. A fistula of this size would require more stitches than are

represented in the woodcut.

Fig. 15. The instrument for adjusting and twisting the ends of the wires after

the splint has been applied. (Half-size.)

Fig. 16. The end of the same instrument represented of full size, and as in

till' act of twi.stiiig the wire passed through its two terminal e3'cs.
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along each side to admit the ends of the several sutures. Those

coming from the lower margin of the wound may be first passed,

in their order, through the perforations on one side of the splint,

and then those from the upper margin through the respective

opposing holes on the other side. With the fingers or a pair of

dressing-forceps, the splint may now be passed down to the wound,

and there carefully and accurately adjusted and adapted. An
instrument which was invented by my late able assistant, Dr.

Coghill (see Figs. 15 and 16), and which consists essentially of two

extremely short and very fine tubes fixed on the end of a steel

rod, should then be employed for finally tightening and fixing the

sutures. One end of a wire having been brought through one of

the small tubes of this twister, and the other end through the other,

the instrument is pushed down close to the lower bar of the spUnt

;

Fig. 17.

and then both ends of the suture having been drawn quite tight,

so as to make the splint compress and consolidate the parts, a turn

of the twister suffices to fix them there. To make sure, you may
give a turn or two more, and then clip through the threads close

to the point of the twister, with a pair of stout sharp scissors.

If the fistula is low down, you may, as I have once or twice done,

tie the threads with the fingers by a common double surgical knot.

The open wire splint allows you to see all that is going on while

adjusting the wires and fixing them, and afterwards it keeps the

parts around the wound firm and motionless in every direction.

In fact, when this splint is used, and properly fixed, all the lips of

the fistula or wound included within the circle of the splint are

held, as it were, in a consolidated state, and the included portion of

vesico-vaginal septum can neither be moved longitudinally nor

Fig. 17 shows the iron-wire splint finally adjusted, and the ends of the stitches

twisted and secured across the lower bar of the splint.
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transversely. It solidifies, if I may so speak, for the time being

that portion of the mobile vesico-vaginal septum, and thus promotes

greatly the chances of union. A portion of fine wire-cloth or gauze,

of the same shape, and strengthened by having its margin turned

in and doubled, will fulfil the same important indication, and can be

made also readily into a splint of Dr. Bozeman's button form, but

much lighter than lead.

5. The After-Treatment.

When the oi^eration has been thus far completed, the case still

demands an amount of careful attention and treatment which is as

important as the performance of the operation itself.

Immediately after the operation, and before the patient has been

removed from the table, the water which may have been accumu-

lating in the bladder is to be drawn off, and means must be taken

to prevent its re-accumulation in any degree during the whole

period that the apparatus is allowed to remain. The collection of

the smallest cpantity of water would have a distending action on

the bladder, and would tend to separate the lips of the wound, be-

tween and into which the urine would immediately pass, and lead to

disastrous consequences. To avert these, the short sigmoid catheter

—made of some flexible metal, with a c^uadruple row of holes at

the inner, and a runlet or gutter at the outer extremity, of a tliick-

ness suited to the peculiar case, and of just sufficient length to allow

the gutter to project beyond the labia—is to be at once introduced

into the bladder, and left there to drain away the constantly secreted

urine. It must, particularly at first, be looked at every ten or

fifteen minutes in order to see that the water is dropping freely

from it ; and whenever the flow is seen to be checked, and is not

restored by passing a probe along the tube, it must be taken out

and cleaned. It ought, moreover, to be taken out and cleaned

thoroughly twice a-day. The vagina may be very gently washed

out with some tepid water two or three times daily.

On the eighth, ninth, or tenth day, the splint may be removed.

This is easily effected by clipping through, with a pair of sharp-

pointed scissors, the stitches just below the twist and close upon the

lower side of the splint, which is thus loosened, and which can now
be removed by being cautiously lifted upwards, great care being

taken not to stretch and tear open again the lips of the closed

fistula. When simple stitches are used without any button or
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splint, in the manner now recommended by Dr. Sims, great care is

needed to cut through the wire in the loop, as represented in Fig. 18,

for each suture is usually sunk deep into the tissues, and if the pro-

jecting twisted portion be removed, the part that remains will get

more imbedded, and its removal will be rendered more difficult.

Ficr. 18.

The patient must still wear the catheter for a day or two, and

afterwards be habituated gradually to retain the water first for an

hour, then for two hours, and then for any longer period ; and you

Fig. 18 shows the manner in which Sims removes his single silver sutures.

(After Sims.

)
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will be astonished to find how soon the bladder seems to regain its

normal size and capacity.

A most important feature in the after-treatment is the constant

administration of such doses of opium or morphia as shall suffice to

keep the patient fully under the influence of the drug. It fulfils

the three impei'ative indications of subduing the movements of the

bladder, of locking up the bowels, and of enabling the patient to

maintain for a long period the supine position which would other-

wise soon become intolerable. From two to eight grains or more of

opium may be given in the course of the twenty-four hours ; and

the success which attends the use of the agent in this case leads one

to wonder that it is not adopted by surgeons in the after-treatment

of all capital operations. It does not interfere in any degree with

the healing process, but dispels the ennui which the suff'erer, de-

prived of all power of action and all source of enjoyment, must

always feel ; and would make him forget to brood over his aches

and miseries, and fill his mind instead with cheerful thoughts and

liright anticipations.

There are, I believe, almost no cases of vesico-vaginal fistula

which you will not succeed in curing in one, two, or more opera-

tions, by adopting such a procedure as that wliich I have just

explained to you, and that procedure will, no doubt, betimes come

to be simplified and improved. This is truly an astonishing degree

of success to have attained in the treatment of an ailment, wliich

till lately was looked upon so hopelessly ; and if you inquire into

the cause of the advance so rapidly made, I believe you will find it,

as I have already said, to be owing mainly to the use of the metallic

sutures. Dr. Sims, indeed, to whom, as you know, is due the merit

of resuscitating this improvement at the present time, has declared

the application of silver sutures to the cure of \'esico-vaginal fistulas

and other wounds, to be the greatest triumph of surgery in the pre-

sent century, and has pronounced all such discoveries as the use of

anaesthetics to be but fiivolous in comparison ! Dr. Sims further

modified and improved the operation as far as regards the position

of the patient, and the use of the catheter afterwards ; and he and

others have claimed for America and American obstetricians and

surgeons, nearly all the honour of the success which attends the

perf(jimance of the operation. But in the Lancet of November 29,

1834, you will find an account of an ojDeration performed and recorded

by Mr. Gossett, formerly surgeon to Newgate, London, and who, I

believe, is now dead, resembling in almost every detail the operation
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as now carried out by Dr. Sims. The fistula resulted from an

operation undertaken for the removal of a vesical calculus ; and the

case has been always overlooked, probably from the circumstance,

that it is entered in the index as a case of " calculus in the bladder."

I take the liberty of reading to you from page 346 of vol. i. of the

Lancet for 1834-35, Mr. Gossett's description of the proceeding

which he adopted to cure his patient of vesico-vaginal fistula by the

" gilt-wire suture." " Having placed her on a firm table of conve-

nient height, covered with a folded blanket, and resting on her

elbows and knees, the external parts being separated as much as

possible by a couple of assistants, so as to bring the fistula, which

was inynediately above the neck of the bladder, into view, I seized

the upper part of the thickened edge of the bladder, which sur-

rounded the oj^ening, with a hook, and proceeded with a spear-

shaped knife to remove an elliptical portion, which included the

whole of the callous lip surrounding the fistula, the long axis of the

ellipsis being transverse. This was readily efi"ected
;
but, in conse-

quence of the very contracted state of the parts, the next steps of

the operation were with difficulty executed ; and I should not have

succeeded in passing the sutures, had I not used needles very much

curved, and a needle-holder which I could disengage at pleasure, the

needles being withdrawn with a pair of dissecting forceps after the

holder was removed. In this way three sutures were passed ; and

afterwards, by twisting the wire, the incised edges were brought into

contact, and retained in complete apposition until they had firmly

united. One of the sutures was removed at the end of nine days,

the second at the end of twelve days, and the third was allowed to

remain until three weeks had elapsed, before it was withdrawn.

After the operation she was put to bed, and desired to lie on her

face, an elastic gum catheter, having a bladder secured to its extre-

mity for the reception of the urine, being introduced and retained

by means of tapes. She had not the slightest discharge of urine

through the vagina after the operation, which has completely suc-

ceeded in restoring the healthy function of the parts." Here you

have the position, the wire sutures, the mode of introducing the

sutures, the mode of fixing them, and the after-treatment—in short,

the whole operation, in all its details, successfully carried out in

England more than twenty years ago, in the very same way in which

it has lately been proposed to carry it out in America. And it is

quite clear, from what follows, that Gossett was perfectly well aware

of the advantages which sutures of wire possessed over those of
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tliread. " The advantages of the gilt-wire suture," says he, " are

tliese : It excites but little irritation, and does not appear to induce

ulceration with the same rapidity as silk, or any other material with

which I am acquainted
;
indeed, it has scarcely any effect of the

kind, except when the parts brought together are put much upon

the stretch
;
you can, therefore, keep the edges of a wound in close

contact for an indefinite length of time, by which the chance of

union is greatly increased. I have used it now in very many opera-

tions, as after extirpation of the breast, tumours of various kinds,

and for bringing the lips together after the removal of a cancerous

growth, in all of which cases it answered extremely well. In the

larger operations above mentioned, I do not, however, particularly

recommend it, as there is more difficulty in ajiplying it than the

common suture. It is in minute and delicate operations, such as

harelip, staphyloraphy, and for the closure of fistulous openings,

where success mainly depends upon a speedy union of the parts,

that the advantages of the gilt-wire suture are most manifest." This

is certainly a most extraordinary forestalling of all that is now being

done and said in the matter of metallic sutures.

To give you an idea of the pride, the just pride, with which our

American brethren talk of their achievements in this department of

Obstetric Surgery, let me read to you, in conclusion, what Dr.

Francis, the learned and respected father of medicine in New York,

has publicly said with regard to vesico-vaginal fistula, and the apj^li-

cation of silver sutures for its cure by Dr. Sims. " Prior to the

discovery, surgery could do nothing for this formidable class of

affections. In Germany, Dieffenbach, Jaeger, Wutzer, and others,

had exhausted all their resources in vain. Prolific Germany seems,

in this instance, to have been barren. In France, Desault, Dupuy-

tren, Lallemand ; and more recently, Jobert, Vidal, and their con-

temporaries, had been equally unsuccessful, although Jobert claims

a success that has never been demonstrated ; and I fear that this

eminent man, like the late Lisfranc, had scarcely that devotion to

practical results which the Avritten annals of medical science demand

from all who give publicity to their cogitations and the issues of their

practice. In England, their greatest men, their Coopers, their

Abernethys, their Lawrences, their Guthries, could do nothing.

Nor have I learned that there has emanated from that practical

school of medical and surgical learning, which sheds so much glory

over Ireland, a single practical idea that can be truly said to have

favoured this improvement;" and then he goes on to speak of the
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shortcomings of Scotland, and in terms too flattering for me to read

here, he speaks of myself, as if in this matter I represented Scot-

land
;
averring that here, too, nothing had been done to promote

the cure of vesico-vaginal fistula. But, perhaps, Dr. Francis may be

induced to recall this observation when he comes to know the

advantages which the iron-thread sutures, the hollow needle, and the

s^jlint of Avire, present in facilitating the performance of the opera-

tion, and in insuring for it a successful result.

[In his later operations Sir James dispensed with the use of the-

splint, and closed the fistula simply by means of the metallic

sutures, as shown in the woodcuts on the opposite page, which

illustrate the successive steps of the operation. In the different

sketches the patient is supposed to be lying prone, and the vaginal

portion of the uterus is represented at the upper part of the

figure, and the urethral orifice at the lower. Fig. i. shows the

paring of the edges by transfixing them with the knife. In Fig. ii.

the edges are seen after they have been pared, and the wires are

being passed through the sides by means of the tubular needle.

Fig. ni. illustrates his manner of securing the stitches by a simple

knot, instead of twisting the ends together. When a single knot

is thrown on the wire with the fingers, as in the stitch to the left

of the woodcut, it is easily fixed by bringing the ends of the wire

together, as in the stitch to the right. Fig. IV. shows the wound

closed by four stitches ; and from Fig. V. it will be seen that

instead of cutting off the ends of the wires, he tied them together

in a knot and left them projecting from the vulva, so that, when

the speculum was introduced eight or nine, days afterwards, the

individual stitches could be easily seized with the fingers, and

removed after the loop was clipped through, without recourse being

had to the use of a pair of forceps.—A. E. S.]
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LECTURE IV.

ON PELVIC CELLULITIS.

Sijnonyms—Peri-uterine cellulitis (Thomas)—lullamnuition of the Appendages of

the Uterus (Doherty)—Parametritis (Virchow)—Phlegmon peri-uterin (Nonat).

I INTEND to direct your attention to-day to a malady which presents

to us the following peculiarities in its history—viz. 1st,—It is a

disease of great importance, and, as all now acknowledge, it is by

no means unfrequent in practice
;
2d,—It is an affection which it

is in general not at all difficult to detect
;

yet 3d,—It is not

described, as far as I am aware, in any Engli.sli sy.stematic work on

midwifery or the diseases of females, published earlier than twenty

years ago ; and 4th—Though thus neglected and overlooked by our

fathers and their predecessors, it is an affection a full and distinct

account of which has been left us in the writings of various old Greek

and Roman physicians. " Probably," observed Aristotle upwards of

2000 years ago, "probably all art and all wisdom have often been

already fully explored, and again quite forgotten." The remark at

all events strongly applies to many facts in medicine, and among

other things to the disease in question. One of the first modern

accounts of the disease I refer to was published in France by

Marchal de Calvi, in 1844, under the title of an essay on Intra-

l)elvic Phlegmonous Abscesses. This essay was reviewed at the time

in the old Medico-Chirurgical Revietv. In the very number of the

Medico-Chirurgical Revietv in which the essay of M. Marchal de Calvi

is reviewed, and most highly praised and recommended, the reviewer

takes occasion, a{propos of the publication by the Sydenham Society

of Di". Adams' admirable translation of Paulus ^gineta, to sneer at

the medical knowledge of the ancient physicians, and to rejjrobate

in no measured terms the study of the ancient authors. But in

that translation of Paulus .^gineta which the reviewer thus affects to

despise, there is a very concise and lucid account of the disease, for

a treatise on which M. Marchal de Calvi receives so much praise.

Various diseases well known to the ancients, and fully described in

their writings, have been lost from sight and observation for many
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ages ; so that, when detected again in our day, they appear in the

light of entirely new discoveries. In the time of the Emperor

Trajan there was a physician in very extensive practice in Eome, of

the name of Archigenes, who, equally with Agathinus, has been

regarded as the head of the Eclectic School. Juvenal makes frequent

reference to Archigenes, and describes him going about visiting his

patients attended by fifty pupils, each feeling every patient's pulse

by turns. This same Archigenes left a great many writings.

Among the fragments of his writings that have been preserved, one

relates to the disease I wish to speak of. If I can lay hold of the

account of it which is quoted from him by ^tius, I may j^erhaps

read it to you, in order to show you how much he knew both of

the course and treatment of the disease.

Professor Doherty of Galway, and Professor Churchill of

Dublin, were the first modern English authors who called the atten-

tion of the profession to the frequency and importance of the disease

I allude to ; the former describing it as " chronic inflammation of

the appendages of the uterus after parturition
;
" and the latter, as

"abscess of the uterine appendages." In some observations on

uterine diseases published in 1843, after giving some details of two

cases of the disease in the puerperal female, I added that " I had

seen several cases in the female of chronic ' pelvic inflammatory

tumours ' unconnected with the puerperal state ; and where the

fixed condition of the body of the uterus, the surrounding tumefac-

tion, and the apparent almost ebony induration produced in the roof

of the vagina at one stage of the disease, by the tenseness and dis-

tension of the pelvic fascia, gave rise to the idea that the aff"ection

was organic and carcinomatous, and not simply inflammatory." We
all now know the disease to be far from rare, even in the non-puer-

peral female ; and I have usually here lectured upon it under the

name of Pelvic Cellulitis, a name which I venture to suggest in con-

sequence of its pathological seat and nature.

We have had two instances of this disease in the wards lately,

and one of the patients is still under observation. Before discuss-

ing the subject of Pelvic Cellulitis more at length, you will allow

me to read to you the history of these two cases from Mr. Sclanders'

report.'

Case I.
— " C. R., admitted Feb. 12, 1859, figed 30, married twelve years.

Was veiy healthy before her marriage ; menstruates regularly. Has given birth

to six children, and had one miscarriage, whicli occurred between the fifth and

1 This part has not been altered since the time the lecture was first delivered.
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sixth labours. She has had rapid recoveries from all lier previous labours, ami

has been attended by accoucheurs. She had a midwife with her in her last con-

finement, which occurred two months ago. Had a very short labour, lasting only

from 6 A.M. to 9.30 A.M., at which time the placenta was expelled naturally.

She remained very well during the first week, and was rapidly recovering ; but at

the end of the week she had rigors, which have continued at times up till now.

She then noticed, for the first time, pain in the right iliac region, and great ten-

derness on pressure, which was succeeded, on the fifth week after delivery, by a

swelling in the part first all'ected by pain. Tliis swelling was tense, liard, and

circumscribed. Mustard poultices were first ajtplied, and then leeches, and she

experienced great relief, although tlie abdominal swelling remained as painful as

ever. The rigors were followed by profuse perspirations whenever they oocuiTed.

The pulse rose rapidly from the first symptoms
;
appetite was much impaired

;

great thirst, and feeling of weakness and depression.

"On admission, there is a hard swelling in the right iliac region, extending

to within a short distance of the mesial line. The space occupied by this hard-

ness is dull on percussion and tender on pressure
;
and, when the finger is intro-

duced into the vagina, the internal surface of the swelling may be readily felt

—

it seems to be uneven and very sensitive. Much feebleness
;
tongue dry and

coated with a whitish fur
;
lips dry and fissured

;
expression anxious

; respiration

natural
;
pulse 98 ; urine of natural colour and quantity ; bowels regular.

"B. Hydrarg. bichlorid. gr. i., aquas ^ii. ; a teaspoonful to be taken three

times a-day. To have a blister produced by nitrate of silver.

Feb. \^th.—The tenderness is much lessened ; but the .swelling remains of the

same size and shape.

" IWi.—Complains of sickness, and pain in the epigasti'ium. To have— li.

Bismutlii albi gss., mucilaginis gi., aq. fontis gv. ; a tablespoonful three times

a-day.

"23fZ.—The sickness and pain have disappeared. The abdominal swelling is

lessened, and the patient has not had any rigors since last report. To take Ferri

et Quiniaj citratis gr. iii. , in pill form, thrice a-day.

" March 2.—There is much hardness and tenderness in the region of Poupart's

ligament on the right side. She cannot extend the right thigh in consequence of

the excessive pain ; the inguinal glands are enlarged and indurated. To have

another vesication with nitrate of silver, and to take Syr. ferri iodidi ni.xx. ter in

die.

" Zd.—There is a purulent discharge from the vagina, noticed principally when
the patient empties the bladder. The pain over Poupart's ligament is much
better.

"9i7i.—The purulent discharge still continues, but in diminislied quantity.

To have unguent, bismutlii applied to the vesicated surface on the groin."

Case II.— "S. N., aged 21, admitted March 24, 1859. States that .she has

always enjoyed good health up to the date of the present attack. Menstruates

regularly
;
occasionally observed her feet swell towards night, but attributed it

to her running up and down stairs so much. She attributes her present illness

to having caught cold after menstruating, abotit three weeks ago, at which time

also she sufiered from diarrhcea. This diarrhcea continued for several days, after

which she was seized with pain in the lower part of the stomach, back, and left

iliac region. This pain, which has continued up to the time of her admission,

is not con.stant, but more severe generally at night. She describes it as shooting

round from the left to the right side, and down the left thigh as far as the knee.
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Pain and tenderness over the lower part of the abdomen. On examination per

vaginam, a tumour is felt projecting from the left side, in the situation of the

broad ligament of that side, of the size of an egg, hard and iirm. Ordered two

leeches to be applied round the anus, and Pil. hydrarg. gr. iii. ; mitte tales xii.

One every four hoiTrs, and a starch and opium injection. Fomentations to be

applied to the lower part of the abdomen.

April 3.—Ordered—R. Potass, iodidi 3ss., S3Tupi simplicis gi., aquam fontis

ad. §viii. A tablespoonful thrice daily ; diet to be light ; chicken soup.

"12th.—Patient complains of palpitation, with severe pain in back. Pulse

104. Ordered—pulv. digitalis gr. vi., potassa; bitart. ^v., pulv. cinamon. comp.

gr. XX. Fiant pulv. vi. One twice a-day.

" ISth.—-Pain in the left side worse to-day. The tumour is felt to be increased

in size. Ordered to use mercurial pessaries, and tincture of iodine to be painted

externally on the lower part of the abdomen.

"17th.—Ordered—R. 01. crotonis 5iss., ol. oliv£e §1. Fiat linimentum. To
be applied every night.

"18th.— To-day she has been unwell; very "slight discharge. I^. Acidi

hydrocyanici dil. ^ss., tine, hyoseyami gss., mist, camphor, gviiss., tinct. cardam.

comp. gss. M. Signa. A tablespoonful thrice daily.

" 20th.—As the discharge stUl continues scanty, ordered leeches to be applied

round the anus.

" 23(i.—Catamenia ceased ; to return to mixture prescribed April 3d, and con-

tinue the croton liniment.

- "25th.—Complains of great pain in the right side, much more than is usual
;

very restless, and does not sleep.

" 29th.—Much better to-day—is going about the ward.

"MayT.—Continues to Improve. The tumour, on examination, is lessened

considerably. Ordered emplast. lyttse 4 by 4, to be applied over the left side.

" 15th.—Complained of return of pains, very severe to-day. To have tincture

of iodine painted externally.

"25th.—Ordered

—

'fy.
Quini». sulphat. gi\ xii., acid, sulph. dil. nixl., aquam ad

Sviii. A tablespoonful thrice daily.

"29^/i.—Ordered—R. Tinot. hyoscy. eth. chlorici aa 3ss., mist, camph. gss.,

aquse gi. Fiat haustus nocte sumendus, as patient complains of great pain, and has

not slept for two nights.

" ZQth.—Much better to-day. Ordered—R. Hydrarg. iodidi gr. vi., pil. galbani

gr. xl. Divide in pil. xii. Sig. One twice a-day."

Nomenclature of the Disease.

The disease of which you have had an opportunity of studying

th« phenomena in the patients whose history I have now read to

you, has been known under different names, which may be apt to

cause you some perplexity in attempting to get at the literature of

it. Some of these names I have already stated to you. It was

generally described by the ancient writers as " abscess of the uterus

it has very often been described by modern writers as " pelvic

abscess but the designation is an incorrect one, for pelvic cellulitis

is no more pelvic abscess, than pleuritis is empyema. In the one



NOMENCLATURE OF THE DISEASE. 63

case as in the otlier, the inflammatory process which is the primary

and original disease, may pass on to its highest grades and lead to

the development of pus. In pleurisy, if the inflammation be not

checked in time and the membrane be not restored to its normal

state, pus comes at length to be secreted into the pleural cavity, and

the pleurisy merges into empyema. So in the case of inflammation

of the different portions of cellular tissue contained within the

pelvis, or, in other words, in Pl'Mc Cellulitis, you will find that

usually it only merges into " pelvic abscess " when no attempt has

been made to subdue the inflammation, or when even well-directed

treatment has failed to jirevent it from ending in suppuration. In

the girl, who is still in the ward, there was at one period in the

history of her disease a large inflammatory swelling or effusion in

the left broad ligament, which was dispersed and disappeared.

Since then a similar swelling, or inflammatory effusion, has, as you

have been told, become developed between the rectum and the

vagina, but instead of ending in resolution as before, the inflamma-

tion now proves less amenable to treatment, and threatens to end in

suppuration, and to lead to the development of a pelvic abscess.

Again, descriptions of inflammation of the cellular tissue of the

pelvis have been overlooked among the accounts of the other inflam

mations occurring simultaneously with it as the results of unfavour-

able confinements, or they have been lost among the notices of oth,er

sequelae of unfortunate operations performed on the pelvic organs.

You will find cases on record, under the names of " psoas abscess
"

after delivery, " iliac abscess," etc. We meet the disease most

frequently, perhaps, in the case of puerperal patients,' who have

been subject to injurious influences ; but it occurs also frequently,

as I have already mentioned to you, in non-puerjjeral patients as

well, as we see in the case of the girl in the ward, in whom the

disease seems to have been caused by exi^osure to cold during a

menstrual period. It may result from any operations in the joelvis,

or injury of the pelvic organs, or even from so simple a thing as the

use of caustic to the cervix, or the introduction of a tangle-tent. It

may occur in patients of all ages and at all times of life. I have

seen it in young female children ; and I have attended patients

attacked with it when upwards of seventy. It is a disease not con-

' M'Clintock, in his Clinical Memoirs on the Diseases of Women, says that

out of sixty-one cases of puerperal pelvic cellulitis, twenty- eight, or nearly one-

half, were primiparse, while the proportion of primipara; to multipara; in the

Rotunda Lying-in Hospital was only one-tl)ird.
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fined to women, although most frequently seen and recognised in

them. Cases of pelvic cellulitis and abscess occur not unfrequently

in the male sex from cold, after operations on the urethra, rectum,

etc.

Pathological Anatomy.

The disease consists essentially and primarily of inflammation of

the cellular tissue of the pelvis ; and to understand aright its nature

and its course, and to be able to construct a proper plan of diagnosis

and treatment, we must study

—

1. The Seat of the Inflammation.—The pelvis, as you know, is

lined and closed in inferiorly by means of a fascia, which gives off

sheaths to the different pelvic muscles, and furnishes processes for

the protection, support, and separation of the various pelvic organs.

Wherever two layers of tliis fascia approach each other after covering

the opposite surfaces of any organ or muscle, and wherever two

layers covering contiguous organs come to be in opposition, you will

find that there is always a greater or less quantity of loose cellular

tissue interposed between them. Thus between the layers of the

broad ligaments, between the vagina and the rectum, between the

iliac muscle and the bone, and in short, in almost every part of the

pelvis, there is an abundance—a great abundance—of cellular tissue
;

and, I repeat, the disease of which I have now to speak consists of

inflammation, acute or subacute, of this abounding cellular tissue.

2. Tlie Products ami Terminations of this Inflammation vary accord-

ing to the stage of the disease, and may be considered under the four

following divisions :

—

1st. Serum.

2d. Pus.

3d. Coagulable Lymph.

4th. Sloughing of the Cellular Tissue.

1 St. Efl'usion of Serum is the first phenomenon that occurs when

inflammation has become established in the cellular tissue of the

pelvis. The necessary result of the effusion of this fluid is a fulness

in the part, which may be felt on examination through the vagina

or rectum, or even through the abdominal parietes, according to its

special seat. This fulness is of greater or less extent according to

the intensity of the inflammation, and according to the freedom with

which the fluid is allowed to escape along the cellular tissue, and to

pass from one loculament or division of pelvic fascia to another.

The swelling or tumour produced by the effused serum is from tlie
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Hrst firm, dense, and resistant to the feel, and sometimes becomes

very hard, particularly when the effusion takes place between two

layers of the fascia which are not loose, and mobile, and yielding,

Init are bound at their margins to some osseous ridge or strong liga-

mentous band ; as when it occurs, for example, in the wall of the

pelvis, externally to the margin of the broad ligament of the uterus.

In such a situation the swelling comes sometimes to feel hard as a

cricket-ball, or a " deal board," as Dr. Doherty has expressed it, and

has been, and might easily be, as far as mere hardness is concerned,

mistaken for an exostosis of the ilium ; and when in the roof of the

vagina it sometimes feels as firm to the touch as a scirrhous growth.

One other common and very characteristic feature of the tumour is

this— it feels as if it were adfixecl to and grew, as it were, from the

side of the pelvic bones, whenever the efi'usion has extended to a

sufiicient extent laterally, so as to reach the walls of the pelvis.

Fibroid tumours of the uterus, ovarian tumours, and others with

which the " inflammatory tumour" of pelvic cellulitis are sometimes

confounded, do not present this symptom. After the effusion has

invaded loculament after loculament of the pelvic fascia, it soon

loses its primary round or oblong form. In examining the swelling

day after day, you can sometimes find it daily altering its figure,

and occasionally you can thus trace its gradual process, as it creeps

from one side of the pelvis to the other, and passes before or behind

the neck of the uterus, and at last involves and fixes the uterus in

its mass. The inflammatory effusion is by no means always limited

to the cellular tissue of the lower or true pelvis. Often from the

first a large swelling or effusion can be felt in one or other iliac

region ; and I have seen one or two cases where the tumour was in

a gi-eat degree central, and as large as the uterus at the fourth

month. Occasionally the disease invades the cellular tissue of the

upper or large pelvis, and especially the cellular tissue in the right

iliac fossa, and around the head of the c;ecum, without even stretcli-

ing downwards into the true pelvis. Again, we see occasionally in

practice smaller inflammatory swellings and effusions limited to

single loculaments of the pelvic cellular tissue situated in the ante-

rior or on the posterior walls of the vagina, and not even passing

upwards to the cellular tissue contained between the broad liga-

ments and lying around the neck of the uterus.

I should wish particularly to have it impressed upon your minds,

in regard to this disease, that there is no pus in the effusion or

tumour at first, and that it does not begin in any case by being an

VOL. IIL F
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abscess, but that, first of all, an effusion of serum takes place into

the inflamed cellular tissue, and no formation of pus generally occurs

till about ten or fourteen days afterwards. In one of the first cases

of the disease I ever saw, and when I was only beginning to learn

something of its nature and course, I got a lesson in regard to

this matter which is very strongly impressed upon my mind. Dr.

Andrews, who was then a lecturer on Midwifery in London, was on

a visit to Edinburgh at the time, and I offered to show him a case

of pelvic cellulitis as an object of interest ; for the subject was then

new, and not many cases of the disease had been observed. The

patient was a young girl, of twelve or thirteen years of age, in

whom I had made sure that inflammation had been set up in the

broad ligament of the uterus, and caused great sAvelling and indura-

tion of it. This I supposed to be due to an effusion of pus, for we

then spoke of and thought of the disease as always " pelvic abscess"

—and about the tenth day from the commencement of the disease I

introduced, in presence of Dr. Andrews, an exploring needle, with

the view of bringing away the pus and reducing the swelling. But,

to our astonishment, there flowed into the dish held to receive it,

not yellow pus, but a transparent fluid so clear and limpid, that

Dr. Andrews at once whispered to me, " Have you not punctured

the bladder 1" I knew from the direction of the needle backwards

that it was not near the bladder, and after a considerable quantity

of this clear fluid had escaped, we soon had evidence that it was not

urine, by its rapid coagulation in the cup which contained it. It

was serum, such as you see in the stages of many inflammations,

and such as you may obtain from the skin after the application of a

vesicant ; and in the earlier stages of pelvic cellulitis it is this

inflammatory serum whose effusion gives rise to the swelling and

hardness, and which is the only fluid you will then procure on using

an exploring needle. If the inflammation be not now subdued, and

the effused serum be not absorbed, it will betimes lead to

2d. The Formation of Pus.—You may meet with a case of pelvic

cellulitis where there is an effusion of serum attended with much

pain and distress
;
yet if the disease proceed no farther, and resolu-

tion of the process be effected, the disease might run its course, and

its real nature might be altogether unsuspected, unless you had pre-

viously been made aware of the probability of its occurrence. But

if the inflammatory process remains unchecked, and goes on to its

higher stage of suppuration, the disease is not so likely to be over-

looked ; and hence most of the descriptions that we have of the
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disease refer to it only in this more advanced stage. Tiie pus may

become developed in any part of the pelvis where inflammation has

been set up, and in some cases it is confined to one fascial locula-

ment, while in others it occurs in two or more simultaneously. It

does not always remain in the part where first it is formed, but

forces its way from one loculament to another, until it reaches a

cutaneous or mucous surface through which it may be evacuated.

Its progress is often very difficult to trace, and to understand it

aright requires an intimate knowledge of the course and connection

of the fascial sheaths of the pelvic organs. Perhaps the most common

seat for the development of an abscess is in the cellular tissue of

one or other of the broad ligaments of the uterus, and when matter

has been formed there it may make its way towards the roof of the

vagina either by passing in front of the neck of the uterus between

it and the bladder, or— as is far more frequently the case— by

sinking backwards between the cervix uteri and the rectum. In

such a case the abscess may open either into the rectum or into the

vagina, which are the two most common canals for the evacuation

of pelvic abscesses when these open internally, and, fortunately also,

the two most favourable. But there are two other cavities into

which the matter sometimes, but less frequently, finds its way ; and

as they are not by any means so accessible, the treatment of the

case becomes more complicated and difficult. These are the cavities

of the bladder, and of the body or cervix of the uterus : and when

one and the same abscess opens into both of these organs—as some-

times happens—a form of vesico-uterine fistula results, which is not

always very amenable to treatment. On the other hand, you will

often find the matter burrowing outwards, and finally making an

opening for itself in some part of the cutaneous surface of the body.

The pus may pass, for example, underneath the pelvic fascia, and

escaping from the pelvis along with the femoral vessels, it may come

to point somewhere in the groin ; or it may pass backwards through

the great sacro-sciatic notch along with the sciatic nerve, and lead

to the formation of an abscess in the hip, as I lately saw in a case

which I visited along with Dr. Moir. Again, the matter in some

cases sinks downwards, and escapes at some point in the pelvic

outlet.

One interesting point which it is of importance to observe and

to remember in connection with the evacuation of pelvic abscesses,

is the extreme rarity with which they become discharged into the

cavity of the peritoneum. When we know that inflammation has
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been going on around some of the pelvic organs, and has led to the

formation of pus beneath the peritoneum, we might be apt to form

a very unfavourable prognosis, and to look upon a fatal peritonitis as

almost certain to ensue. But experience of such cases assuredly

does not warrant us in entertaining such a gloomy view, for this

reason, that abscesses forming under the peritoneum very rarely per-

forate it, and open into its cavity. Why this is so, is not very easy

of explanation. Cruveilliier avers that it is because the peritoneum

is lined and protected by a layer of fascia, the existence of which is

denied by others. In some cases adhesive peritonitis is set up, and

the abscess is j^revented from bursting into the peritoneal cavity by

the resistance offered to it by the two adherent layers of the mem-

brane. But, whatever be the exj^lanation of it, the fact is not the

less true, and it is always a hopeful one to be borne in mind—that

the peritoneum has a very remarkable power of resistance to the

passage of matter, and that, in consequence, pelvic abscesses very

rarely terminate by evacuation into its cavity. I shall have to

revert again to this point when I come to speak of the artificial

evacuation of the pus ; and I pass on now to notice another

product of inflammation in the cellular tissue of the pelvis, viz.

—

3d. Coagulable Lymph.—When an efl"usion of firm, solid, coagu-

lable lymph or fibrine takes place into one or more of the fascial

loculaments in the course of the disease, the swelling which results

is extremely dense—really as hard as the " deal board " of Dr.

Doherty—and many long months usually elapse before it softens,

breaks down, and is discharged. I have a patient under my care

just now in whom suppuration has set in after an attack of pelvic

cellulitis, which came on when she was at the country, so that there

is now formed an abscess in the right iliac fossa. But fourteen

years ago she had an attack of the disease, which came on after a

confinement, and took on the form I now refer to. On that occa-

sion there was an eifusion of coagulable lymph into the cellular

tissue around the cervix uteri, forming an extremely dense solid

tumour, like a hard cancerous growth or deposit in the roof of the

vagina. Nearly two years elapsed before this effusion was fully

absorbed. When pelvic cellulitis terminates in effusion of coagu-

lable lymph, the swelling is always very long in disappearing.

4th. Sloughing of the Cellular Tissue of the pelvis sometimes

occurs as a result of inflammation in it. It is produced by the

compression of the vessels caused by the effusion of lymph or serum

into the surrounding tissue. The parts, deprived of their usual
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supply of nutritive matter, die, and being separated by a suppurative

process from the surrounding textures, they come to lie in the

midst of a fetid abscess, and a cure in such a case cannot be accom-

plished till a free opening is made, and these necrosed masses are

evacuated, along with the pus in which they are imbedded. I have

seen cases where very large sloughs thus escaped, or were removed

rather by the finger passed through the artificial opening. These

cases are always most severe and exhausting in their character, and

usually long also in their duration.

Having thus given you a hurried sketch of the history of Pelvic

Cellulitis and of its Pathology, I must now tell you sometliing of

THE SYMPTOMS AND DIAGNOSIS OF THE DISEASE.

You will find that the symptoms of pelvic cellulitis differ accord-

ing as you meet with the disease at a period before suppuration has

begun, or after it has become established. They are, therefore,

divisible into two groups, which must be considered separately.

A. Before Suppuration has begun.

1. Inflammatory Fever.—In its earliest stages the disease is

marked by fever of greater or less intensity, which is usually

ushered in by rigors, more especially in puerperal females, in whom
it sometimes occurs as one of the fonns or complications of puerperal

fever. It occasionally happens, however, in puerperal cases, that the

disease begins very insidiously, and without almost any of the symjj-

toms described as characteristic of the disease. Hence the necessity

for very careful exploration of the pelvis in every patient presenting

anomalous symptoms after delivery. In non-puerperal patients the

fever is usually of a highly inflammatory type— the strong rapid

pulse, the hot skin, the furred tongue, and all the ordinary consti-

tutional phenomena of a well-marked synocha being present. Along

with these general febrile symjitoms you have various local symp-

toms, such as

2. Pains in the Pelvis.—These pelvic pains are experienced more

especially in those organs beside or around which the inflammation

has been set up, and they are due to the pressure exerted on the

particular organ by the matter effused in its vicinity. One of the

most common symptoms of the occurrence of pelvic cellulitis is

dysuria, from the pressure of the inflammatory tumour on the

blad<ler or on its neck ; and whenever you find a patient labouring
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under a smart fever, and complaining of frequent desire for micturi-

tion, and pain in passing water, it will be your duty at once to

ascertain if the symptoms be not due to a commencing attack of

pelvic cellulitis. Or, again, the patient may suffer from pain in

defaecation, when the inflammation is set up in the cellular tissue

around the rectum, and leads to the effusion of fluids there, as has

happened in the case of one of our hospital patients. You have

then symptoms of distress in the bladder and rectum when these

organs are emptied, accompanied and generally preceded, by a

constant throbbing pain in some part or other of the pelvis ; and if

these are attended with a marked degree of fever and constitutional

disturbance, you may be pretty certain that pelvic cellulitis has set

in. But you can only make yourself perfectly certain of the fact by

instituting a physical examination, and ascertaining the existence

of a

3. Tumour in the Pelvis.—This is to be felt by examining with

the forefinger of the right hand through the vagina or the rectum,

palpation or pressure being exercised at the same time with the

fingers of the left hand over the inlet of the pelvis. On making an

exploration in this manner you can detect a swelling, usually at

first more or less oblong or rounded in form, but sometimes modified

by the form and density of the fascial layers which invest and limit

it. Commonly it is firm and hard, but exquisitely tender to the

touch, and it rapidly increases in size and density. If the disease

be checked at this stage, such a tumour may be resolved, and all

the attendant symptoms may gradually subside and disappear ; and

this is what actually occurs in perhaps about a half, or indeed more,

of all the cases of pelvic cellulitis. But in the remainder the disease

is of" longer continuance, and. leads to further changes, chiefly from

the development of pus in the part ; and as these are the cases

which often come alone under our care, and which remain longest

under treatment, it becomes a matter of importance to know how to

recognise the disease

B. After Suppuration has been established.

When the disease has reached this stage you have still fever,

pain, and intumescence, but all more or less altered in character.

Pains that had for a time subsided may now return. Thus it not

unfrequently happens that the dysuria which marked the onset of

the disease disappears for a time when the bladder has become
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accustomed to the pressure of the inflammatory tumour, but recurs

when sup2)uration is set up. Or the patient may begin to experi-

ence pain in other parts where formerly none was felt ; and cases

of pelvic cellulitis have sometimes come to be treated as cases of

sciatica of an aggravated type from the pressure of the pus on the

sciatic nerve, as it makes its way along it through the great sciatic

notch, or from implication of the nerve in the inflammatory process.

There is a state of the limbs on the side principally attacked which

is not common, but still highly worthy of your remembrance.

When the inflammatory eff'usion is located principally or solely in

the cellular tissue of one of the iliac fossae, and around tlie muscles

there passing downwards to the thigh, the lower extremity on that

side occasionally becomes drawn up, and cannot, without extreme

suff'ering,—or, indeed, cannot at all,—be retracted and extended.

I have seen this sym2:)tom principally in cases of j^uerperal pelvic

cellulitis. The tumour, too, is changed, and instead of being hard

and brawny, it assumes betimes, and first in one or more central

points, the . fluctuating feeling of a fluid collection. In addition

to the changes which occur in the pre-existing symptoms, however,

some entirely new symptoms develop themselves and demand our

notice. Such is

4. Hectic Fever.—^Instead of the constantly high and bounding

pulse and the equally elevated temperature of the skin characteristic

of continued inflammatory fever, you will find the patient becoming

subject to remissions and exacerbations of the fever. Hectic fever

is established, and I have seen more than one case of the disease

being actually mistaken for ^^hthisis. The pulse becomes weaker

and softer, though still rapid ; the patient has occasional slight rigors,

and the fever becomes more intense in the evenings. The skin is

still generally hot, but it becomes cold at times, and at other times

it is covered with profuse perspiration, more particularly when the

patient sleeps. She is gradually and occasionally rajiidly reduced in

strength, and comes to present an appearance which it is not easy to

describe, but which is almost pathognomonic of the establishment of

suppuration. You will find Mr. Travers telling of Sir Astley Cooper,

that he was called on one occasion to see a patient in the country,

and whenever he went into the room and looked at the jiatient he

at once put the question to the medical attendants, " Where is the

matter ? " It had not before been suspected that suppuration had

occurred, but on more careful examination the fascial diagnosis so

promptly made was fully confirmed, for, under the pectoi'al muscle
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a large abscess was discovered, which Sir Astley at once evacuated,

and so cured the patient. It is difficult, I say, to describe in so

many words the expression of countenance assumed by patients who

are suffering from collections of pus in any parts of the body ; but

you must go and observe it for yourselves in the wards of the hospi-

tals, and when once you have learned to recognise it, you will find

it to be a sign of great value in enabling you to form a just conclu-

sion as to the nature of many an otherwise obscure or doubtful case.

Then, in endeavouring to make up your mind as to the presence of

pus in a case of pelvic cellulitis, you will sometimes be enabled to

come to a determination on this point, by taking into consideration

the length of time during which the inflammation has existed. For,

if inflammation have been going on in the cellular tissue of the pel-

vis for three or four weeks, and little, or indeed no abatement has

taken place in the severity of the symptoms, but only such changes

as I have been attempting to point out, you may be almost certain

that by that time the inflammatory process has reached such a stage

as to have led to the development of pus. That such is in reality

the case, however, you can become absolutely certain by noticing

5. The Feeling of Fhictmtion.—The spot at which you will most

frequently be able to recognise the feeling of fluctuation for the first

time in most cases of pelvic cellulitis, is in the roof of the vagina

immediately behind the cervix uteri, or to one side, as if where the

broad ligament would open and split below if its layers were sepa-

rated by accumulated fluid. From some peculiar arrangement of the

layers of the pelvic fascia, when pus is formed in the course of a

pelvic cellulitis, occurring in the upper half of the true cavity of the

pelvis—and this, you must remember, is the most frequent seat of

the disease—it has a tendency always to point in this direction and

to find an exit for itself, either at the lower base of the broad liga-

ments, or in the posterior cul-de-sac of the vault of the vagina ; and

it is at these spots, where the fascial layer seems to be unusually

thin and weak, that the feeling of fluctuation is ordinarily first to be

detected. But in cases where the pus has been formed, but is too

deeply seated to allow of your discovering its presence by the sense

of touch, you must have recourse to some other means to assure

yourself of its existence. The best means that you can employ with

this view is

6. The introduction of an Exploring-necdle into the centre of the

tumour. This instrument, which is of invaluable service in the

examination of diseases, is never used to more advantage than when
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employed for the exploration of pelvic abscesses, when these happen

to be unusually difficult or doubtful in their diagnosis. For in the

common run of cases you will usually be peifectly able to make out

the diagnosis without this assistance. In any case, however, of pel-

vic cellulitis where you are in doubt as to the formation of pus, and

have reasons for being certain of its presence, you may make sure of

it at once by pushing an exploring needle into the centre of the

tumour. The instrument has, perhaps, been neglected too much as

a means of diagnosis in surgery, when we consider with what free-

dom from danger its employment is attended, and how frequently ab-

scesses, aneurisms, and other tumours have been confounded together,

when by its use such mistakes could easily have been avoided I

know of a case where a distinguished surgeon introduced an explor-

ing-needle into a tumour in the groin, under the belief that it was a

bubo, and to prove to others present that it was so
;

but, to his

astonishment, no pus escaped, and instead a quantity of air. It was

a crural hernia, the sac of which had become inflamed, and into it

he thrust the exploring-needle, and thus saved himself from com-

mitting the fatal mistake of laying open a hernial tumour with a

bistoury, when he intended only to open an inflamed and suppurat-

ing gland. The use of the exploring-needle saves, I know, from

many mistakes in obstetric surgery ; and since the safety with which

it may be introduced into the most important organs and the most

malignant tumours has been abundantly demonstrated, I think its

emjjloyment might be advantageously extended. The best explor-

ing-needle is a long, slender, thread-like trocar, with a wire stilet

passing through it. Of course there will be no escape of pus through

it when it has been thrust into a solid tumour or into an inflamma-

tory swelling before jjus has been fully formed, and even when pus

is there, it is usually only a drop or two that escapes through the

narrow tube. You will not find the pus in some cases traverse the

trocar, particularly if the pus is thick, but on withdrawing the

trocar and blowing through it, a drop or two will escape from the

end of the trocar. But when none flows out, the negative sign is

itself of importance. Wliile, on the contrary, if a drop escajjes it

may be a sufficient warrant for you to proceed to the more free

evacuation of the purulent collection. A medical practitioner, of

great ingenuity, who had been many years in India, when his health

began to fail him, came home several years ago, and while spending

a short time in Edinburgh, I had an opportunity of showing him

some cases of pelvic cellulitis, where I succeeded in demonstrating
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the presence of pus by the use of the exploring-needle. Soon after

going to London he met some medical men there in consultation

upon an old Indian patient of his. The he afterwards told

me, seemed to him to present the chief characteristics of the ex-

amples of pelvic abscess which he had seen here. He expressed to

the medical attendants of the lady his opinion of the case, and pro-

posed as a means of settling the difficulty to introduce an exploring-

needle into the seat of the disease. The other doctors rather scoffed

at the idea
;
but, as they were altogether at sea as to the nature of

the disease, they agreed to allow him to introduce the exploring-

needle, which he accordingly did. To his great surprise and vexa-

tion, however, no escape of pus followed the withdrawal of the

stilet
;

but, being still unconvinced that his opinion was erroneous,

as a last resource he applied his mouth to the end of the tube, and

succeeded, by sucking it, in extracting a few drops of pus sufficient

to convince his sceptical brethren of the true nature of the case, and

of the value of the exploring-needle as a means of diagnosis. He
was then allowed to open the abscess, and the patient got speedily

well. In consequence of his treatment of this case, my friend got

rapidly into a large practice in London, but after a few years his

disease unfortunately returned, and death struck him down.

When, then, you have a patient attacked with rigors, followed

by a high degree of fever, and attended with pain in the interior of

the pelvis, or in one of the iliac fossae, and when, after a time, the

fever changes in character, and instead of being inflammatory,

presents more of a hectic type, you may be pretty certain that she

has been suffering from an attack of pelvic cellulitis which has

passed on to suppuration. And in every case it will be possible

for you to correct or confirm your diagnosis by means of a careful

local examination. One or two marked symptoms may enable you

sometimes to make a good guess as to the existence of the disease.

Several years ago I was attending with my friend Dr. Andrew

Wood an anxious case of labour, where the lady had manifested

symptoms of insanity in the last periods of pregnancy. While thus

engaged, a gentleman came, bearing with him a note to me from

the north of England. The note was written by the medical

attendant upon the gentleman's wife, and anxiously desired me to

visit the lady as soon as possible. In relation to her disease it

stated only two bare facts— viz. that the lady, who had been

confined six weeks before, was hectic, and was suffering from great

pain in the pelvis and down one of the limbs. I read the note
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to Dr. Wood, saying it was, I believed, a case of pelvic abscess,

against the accuracy of which diagnosis he was inclined to wager.

On visiting the patient in England next day, I found a large pelvic

abscess which I freely opened, and the patient made an excellent

recovery.

Formerly, the changes produced by the disease caused it

frequently to be confounded with cancerous, fibroid, or cystic

tumours of the uterus and ovaries, or other organs of the pelvis
;

but now we may be almost always sure of the true nature of the

case when we find the tumour associated with constitutional

phenomena running a regular and rapid course, and adhering to

the bone or periosteum in the remarkable manner to which I have

referred. For, let me repeat, inflammatory tumours feel fixed

and immovable to a degree seen in the case of no other morbid

growth, and more particularly when occurring in the broad liga-

ment—their most common seat—and lying close to the ilium, they

feel so hard and adherent that they might almost be mistaken

for an osseous tumour. The old stories of large ovarian and uterine

tumours of a supposed nature yielding under mercury, etc., in all

probability merely related to tumours formed by inflammatory effu-

sions of the kind I have been speaking of.

Before leaving the subject of diagnosis, I wish to mention one

point more that perhaps I ought to have alluded to earlier. We
have already found that abscesses, the results of pelvic cellulitis,

may ulcerate and discharge the pus which they contain by various

channels.' Internally, they may thus spontaneously open— 1, into

the vagina
; 2, into the cavity of the uterus

; 3, into the rectum
;

4, into some higher portion of the intestinal canal
; 5, into the

urinary bladder ; and 6, but happily very rarely, into the cavity of

the peritoneum. The same abscesses may open externally at the

umbilical region, in the hypogastric or iliac region, or they may

burrow downwards and open at the top of the thigh, or pass

through the posterior pelvic nitches and open on the ilium or

sacral region behind. I have seen once or twice the thin plate of

^ M'Clintook, out of liis seventy cases of puerperal pelvic cellulitis, found

that thirty-seven ended in suppuration with discharge of pus
;

twenty-four

bursting or being opened externally—viz. twenty in the iliac region, two above

the pubis, one in the inguinal region, and one beside the anus ; six were

discharged through the vagina ; five through the anus ; and two burst into the

bladder. He never knew a puerperal pelvic abscess burst into the peritoneum,

and he considers that the most favourable mode of discharge is externally in the

iliac or supra-pubic region.
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the ala of the ilium apparently perforated by them. Their spon-

taneous opening in any of the internal mucous canals which I have

named, is ascertained by watching diligently for, and tracing the

escape of, pus from these several canals. But I am anxious to

impress upon you an additional fact. AVhen an abscess is formed

in the cellular tissue of the pelvis, it may discharge itself through

more than one opening, and in more than one direction ; I have

known abscesses thus open in the same person simultaneously or

consecutively both on the cutaneous surface of the abdomen and

into the bowel ; both into the bowel and bladder ; both into the

rectum and vagina, etc. I have seen cases where in this way
fistulse have been established between the different points which I

have named, and between other points which did not seem at all

likely to be in the course of them, as between the bowel and

bladder, the intermediate genital canal having escaped. But when,

in any case after the pus has been evacuated, these various openings

remain and continue to furnish a purulent discharge, it often

becomes a matter of importance to ascertain whether these fistulous

orifices and canals communicate with each other, and whether the

fluid that escapes from them be derived from one common source
;

and I have not yet told you how you are to settle this question for

yourselves. Sometimes it is ascertained by observing the contents

of one canal escaping through another, or escaping externally, as

fseces by a cutaneous or vaginal fistulous orifice. In a case which

I alluded to a minute ago, of inter-communication between the

intestinal canal and bladder, this course of the fistula was first

ascertained by small appearances of feculent matter passing with

the urine. But there are cases occasionally met with where you

have not such peculiar discharges to guide you in your diagnosis

—

as where the inter-communication is between the vagina and a

cutaneous fistula, etc. How are you to ascertain the presence or

absence of any inter-communication in such a complication 1 The

first time that I ever had an opportunity of making a diagnosis as

to this pomt was in the case of a patient who, after suffering for

some years from the effects of pelvic cellulitis, was brought here

from Holland to be under my care. She had three different

openings—one in the vagina, a second in the thigh, and a third in

the groin— all leading into the pelvis towards the side of the

uterus, and all yielding a supply of pus. It became a question

whether they all communicated with each other or not ; and

although they seemed to converge, yet I could not succeed in
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passing a probe through one and bringing it out at tlie other, nor

could I be sure that they met at any point, until, on throwing a

quantity of very much diluted tincture of iodine into the opening

in the groin, I saw it come pouring out simultaneously into the

vagina and through the opening in the thigh. By injecting, then,

milk, or any coloured fluid, as a little weak tincture of iodine, in

this way into one of the openings in any case where a pelvic abscess

lias made its way to the surface in more than one direction, you

will be able to determine whether these openings are connected

with a common sinus, without subjecting your patient to the unne-

cessary pain of probing her ; and in addition to its extreme simpli-

city and ease of application, this means of diagnosis has the further

advantage, let me tell you, of sometimes being a most effectual

means of cure. It may be employed in cases of comjjlex fistula in

ano or fistula in vulva as well.

PROGNOSIS OF THE DISEASE.

Pelvic cellulitis is by no means a very fatal disease, however

formidable it may be in appearance ; and it joroves, in the great

majority of cases, very amenable to treatment. In many instances

it may lead to no other result than the effusion of serum for a week

or two, which causes much pain and distress at the time, but soon

becomes absorbed, and leaves no bad effects behind. If coagulable

lymph have been effused, the case becomes more tedious, and the

patient may be long an invalid, and unable to walk ; but ultimately

you will succeed, or rather Nature will succeed, in most cases, in

effecting its complete resorption. When pus has been developed

and an abscess formed, its evacuation, whether spontaneous or

artificial, is usually succeeded by a cure of the disease ; but it is

from the develoi^ment of pus that the chief dangers attendant on

the progress of pelvic cellulitis arise, for when an abscess has

formed, it may prove fatal in one of three different waj'S. Either,

first, it may burst into the peritoneum and lead to a fatal

peritonitis—an accident which, as I have already had occasion to

explain to you, is a very rare occurrence indeed in connection with

pelvic cellulitis. Or, secondly, the cavity in which the pus was

formed may not close up after the fluid has been evacuated, but

may continue to give out a purulent discharge ; and if these

sinuses be of considerable extent, and the purulent secretion

copious, the patient may he gradually worn out by the long-



78 PELVIC CELLULITIS.

continued drain. But, thirdly, I have seen one or two cases where

the disease, after subsiding for a time, again returned, and gra-

dually became established in a chronic form, and where the patients

eventually died of tubercular disease of the peritoneum— almost

all cases, as you are aware, of chronic peritonitis being truly cases of

tubercular peritonitis. No doubt these patients were constitu-

tionally predisposed to the occurrence of tubercular disease, but

there can be as little doubt that the localisation of it in the peri-

toneum was determined by the degree of irritation so long kept up

in the pelvic cavity.

Pelvic cellulitis, I repeat, comparatively rarely destroys life ;

^

and if it does not go on to suppuration, it may not even afterwards

affect the functions of the uterus. Menstruation is seldom much,

or at all events permanently, influenced by it ; but what I mean is

that the function of reproduction is not necessarily destroyed, espe-

cially when the disease is cut short in its first stages, and before

suppuration supervenes. Many years ago I received an impressive

lesson on this point. Along with Drs. Abercrombie and Begbie I

visited a lady who was suffering under an acute attack of pelvic

cellulitis. There was a large and hard inflammatory effusion, which

felt so very dense and firm when examined through the rectum that

Dr. Abercrombie—and there never was a practitioner with a greater

power and certainty of diagnosis—was inclined, after] making a

rectal examination, to declare the case one of a malignant or car-

cinomatous tumour. I had seen a sufficient number of cases by

that time to be assured of the true and simply inflammatory nature

of the malady, and I ventured to prognosticate a perfect recovery of

our patient ; but I added that she would have no more children

after such an extensive pehdc effusion. She speedily recovered

under the active antiphlogistic measures used by Dr. Begbie ; but

she did more—she afterwards became pregnant, and was delivered

of twins.

In my next Lecture I shall take occasion to point out how these

dangers are to be avoided, and what should be the treatment

generally in cases of pelvic cellulitis.

^ Out of seventy cases of puerperal pelvic cellulitis, only two terminated fatally

from dysentery, an abscess forming and bursting into the colon in each case.

—

M'Clintock, loc. cit.
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LECTURE V.

ON THE TREATMENT OF PELVIC CELLULITIS.

The treatment of any case will vary, of course, with the stage

at which the disease has arrived when it comes under your observa-

tion, and therefore, it will be most convenient to consider it under

two divisions, as we considered the symptoms of the disease—viz.

according as we have to treat it before or after the development of

pus. Before speaking of the treatment of pelvic cellulitis,

A. Before Suppuration has begun,

let me remind you of what I have already told you in regard to

the period when this occurs—viz. that when the disease is dis-

covered at the very commencement there is no pus present at all,

and abscesses only begin to be formed in ordinary cases about the

twelfth or fourteenth day, when the inflammation has attained a

certain degree of severity. In puerperal females, indeed, in whom
inflammatory processes seem often to run a more rapid course, you

may find pus present at an earlier period after the apparent onset

of the inflammation ; but in most cases you will not be able to

detect its presence till the end of the second week. But having

recognised a case of pelvic cellulitis early, soon after the patient has

had the first shiverings, when she first begins to feel pain, and when

the cellular tissue is just beginning to be congested, the first thing

that you must do is to have recourse to

1 . The use of ArdipMogistics, or all these remedies which you

would employ in any ordinary case of acute inflammation. Perhaps

I could not state the matter better than by saying that you must

treat a case of pelvic cellulitis precisely according to the same prin-

ciples that you would treat a case of iritis, and from this point of

view, I believe that the first question you will be likely to ask your-

selves on seeing a case of pelvic cellulitis would be. Am I to bleed

this patient or not % Now I am not going to discuss at present the

efficacy or inefficacy of general bleeding as a means of cutting short
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inflammations, nor to lay down the law as to whether it should be

resorted to or not in the treatment of pelvic cellulitis. I leave it to

yourselves to decide as to its applicability to any special case that

may come before you. But I must take leave to say—although you

may perhaps regard me as heterodox for saying so—that I believe I

have seen a free venesection made at the commencement of an

attack of pelvic cellulitis cut short the disease, and lead to its speedy

resolution. It is but rarely, however, that you will find yourselves

called upon to have recourse to this measure. There are but few

cases, however, of pelvic cellulitis seen in the earliest stage of the

disease, in which the local abstraction of blood by means of leeches

is not resorted to, and resorted to beneficially. The only question

usually is, as to the point from which the blood should be taken
;

for you have usually the choice of a variety of places to which the

leeches may be applied. Some practitioners are in the habit of

applying leeches to the groins in cases of inflammation in the

interior of the pelvis ; others prefer having them applied to the

interior of the vagina, and the surface of the cervix uteri ; while

others again content themselves with their application to the anus

and perineum. I believe you will in most cases find the last—viz.

the application of the leeches around the lower end of the bowel—to

be the most simple plan, and the most eff"ective. The hemorrhoidal

vessels are freely connected with the vessels that ramify among the

pelvic contents and viscera, and by abstracting blood from the

former set of vessels you can act on the latter at least as directly as

from any other point. And it is very easy to draw blood from this

spot, for you have only to apply the requisite number of leeches in

an inverted wine-glass over the anus, and hold it there for about ten

minutes, and at the end of that time you will find that most of them

have fastened. When it is desired to bleed at the groin, the leeches

are made to fix there just as on any other part of the surface of the

body ; but when leeches are to be applied to the cervix uteri, a

special instrument is required. Before speaking of the manner in

which they are to be introduced, however, let me remark that you

will find some men talking of appljdng leeches to particular points

on the surface of the cervix uteri, according to the special seat of the

inflammation. Now, even supposing it were possible in every case

to make such a minute and precise application, the process is much
too refined and savours too much of hair-splitting, to be attempted in

practice. When we apply leeches to any part of the surface of the

body, we are not particular to an inch or two as to where they fasten,
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and we do not regard it always as a matter of very mucli moment
if they fix on a point even somewhat removed from the inflamed

locality ; and when we wish to apply them to the cervix uteri, all

we have to do is to introduce them into the upper part of the vagina,

and allow them to fasten where they will. To do this, you may use

a common uterine speculum passed up to the os uteri, putting the

leeches into it, and pushing them up with the staif. But the specu-

lum stretches the parts, and causes unnecessary distress to the patient

by its pressure on the inflamed and swollen tissues, so that its use is

extremely apt to aggravate the disease. For this reason I usually

prefer making use of a narrow bone or ivory tube, such as was first

used in this country by Dr. Mackintosh, who was induced to make

trial of it on the strong recommendation of a friend who had seen

much benefit result from its employment in the hands of some Portu-

guese i^ractitioners. It is simply a bone or ivory tube— or it may
be made of wood or glass as well—of about three-fourths of an inch

in diameter, and furnished with a loosely fitting piston. The leeches

having been put into the tube, and the tube passed up to the roof of

the vagina, the piston is pushed forward, and the leeches are driven

out into the upper part of the cavity. They fix very speedily upon

the surface of the cervix uteri and roof of the vagina, and fill rapidly.

By this means you can bleed very freely, for after the leeches have

ceased to draw and have fallen out or been removed by the finger,

the flow from their bites may be greatly favoured and may be kept

up for a considerable time by making the patient sit over a vessel of

hot water, for the bleeding usually continues as long as she can sit

upright. The application of leeches to the cervix uteri is in this

way a most eff"ectual means for the local abstraction of blood in cases

of jaelvic cellulitis, as well as of inflammation of the uterus itself, for

which, perhaps, it is more frequently employed ; but it is not with-

out its disadvantages. An eminent London physician declared to

me that lie would never again in any instance have recourse to the

application of leeches to the cervix uteri, after witnessing the severe

spasmodic pain which resulted from their application in a case where

one of the leeches was retained for a time, apparently from its having

travelled into the interior of the uterus. It is but rarely that such

an accident happens, but it does happen occasionally, and is a strong-

drawback against tliis mode of leeching in acute uterine disease

;

but you can readily understand how, when it did occur, the leech as

it fills will cause distension of the uterus, and give rise to great pain

from the spasmodic contractions which are excited to effect its ex-

voL. III. a
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pulsion, just as we see in a case of abortion. The troul)le attending

the application of leeches to the cervix uteri is also greater than that

attendant on their application to the anus ; and hence, in most cases,

you will prefer having recourse to the latter. But in any case, let

me add, where it might seem to you particularly desirable to have

the leeches applied to the cervix uteri, you could easily guard against

the danger of any of the leeches finding their way into the cavity of

the uterus by filling up the os with a plug of soap or sponge previous

to their introduction into the vagina. As to the number of leeches

that you are to employ, and the propriety of repeating them or not,

these are circumstances which in every individual case must be

determined and regulated by the severity and obstinacy of the

attack. I need hardly add, under this head of antiphlogistics, that

it will be most necessary in every case to enjoin on your patient the

most perfect rest, and the use of a strict antiphlogistic diet and

regimen. Then, as regards

2d. Tlie use of Mercury, I must leave the question to yourselves

to settle how far you will mercurialise your patients. It is ordi-

narily laid down, more particularly by English authorities, in regard

to the treatment of iritis and of almost every form of acute inflam-

mation, that the administration of mercury should be had recourse

to as one of the most essential elements in it ; and in the treatment

of pelvic cellulitis I used formerly to have recourse to it in almost

every case as a regular rule of practice ; and I often have recourse

to it still in combination with opium, as in two-grain doses every

two hours of the calomel and opium pill of the Pharmacopoeia. But

I begin more and more to lose faith in its efl&cacy, for the disease

goes on sometimes unchecked even when the mouth is salivated

;

and I really do not know that we have any certain proof of its power

of producing absorption of inflammatory effusions. Ophthalmolo-

gists tell us that they can see these eff"usions beginning to be

absorbed in the eye just as the drug begins to exert its constitutional

action ; but it is assuredly doubtful wliether these phenomena stand

in the relation of effect and cause, or whether they are not merely

coincidences. I have heard Professor John Thomson repeatedly

and strongly state that he had occasion to treat forty cases of syphi-

litic iritis, and having no faith in the reputed power of mercury

in the cure of that disease, he treated them without mercury, and

succeeded in effecting a cure in all , the cases, excepting two, which

occurred in the persons of two medical men who had had the mis-

fortune, in the pursuit of their profession, to get their fingers
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inoculated with syphilitic poison, and who suffered from iritis along

with other secondary affections. These two gentlemen had great

faith in the power of mercury, and insisted on having it administered

to themselves, and in them alone, out of all the forty cases of iritis,

did the disease run an unfavourable course and end in loss of vision.

But though there is probably little benefit to be derived from the

employment of mercury, there are other medicines which you can

prescribe with advantage. Such are

3d. Anodynes.—The patient, as I have told you, has usually

considerable local pain, and complains frequently of severe dysuria,

tenesmus, etc. ; and to relieve these distressing symptoms you must

allow her the free use of opium, in all cases at least where the

stomach will bear it. I have a belief that the opium exerts some

power as a direct antiphlogistic, and at least, when you give it com-

bined with ipecacuanha or antimony, you use as good an antijjhlo-

gistic as almost any other you could employ. If the stomach reject

the opium, in whatever form administered, and the pain continue

unabated, we must have recourse to the use of suppositories of opium

or morphia, and you will find the opium given in this form relieve

the pain perhaps more effectually than in any other
;
though the

subcutaneous injection of morphia may do so more instantaneously.

Other anodynes— such as Cannabis indica, liyoscyamus, lupuline,

etc.—do not usually procure so rapid or complete relief as op)ium.

In addition, you may have recourse, further, to

4th. The use of Alteratives and Dejmrants ; by which I mean,

that it will often be advisable for you to administer the alkaline

carbonates and hydriodates, according to a practice much in vogue

among continental physicians, and which I believe to be a successful

practice in many cases of acute cellulitis. The French employ them

frequently, and, as they aver, with the happiest results, in cases of

croup and other acute inflammations. They believe that these al-

kaline salts have the power of arresting inflammatory action and

blotting out its effects.

5th. External Fomentations, Counter-irritation, etc.—In addition

to the use of these internal remedies, you will find warm fomenta-

tions and poultices externally—especially if the poultice be covered

with some anodyne, as laudanum or belladonna—sometimes soothe

greatly in the earlier stages of the disease, and when there is much

local pain. I have seen also strong belladonna ointment laid on ex-

ternally, or a liniment of equal parts of chloroform and olive-oil,

applied on the iliac or pelvic region, or any pained spot, relieve the
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patient of local suffering. Let me here add, what I should perhaps

have already mentioned, that medicated pessaries containing morphia,

belladonna, etc., prove sometimes excellent anodynes when introduced

twice or thrice a-day into the vagina ; and that medicated pessaries

of mercurial and iodide of lead ointment form one of the best of

local deobstruents, when it is your object to produce the absorption

of the effused serum and coagnlable lymph, either in acute or sub-

acute forms of the disease of which I am speaking. In the treatment

of pelvic cellulitis—as of iritis .and other forms of acute inflammation

—a degree of counter-irritation is often of most essential service.

The good effects of the application of counter-irritants in inflamma-

tions of internal organs are so well known to you, that it is altogether

unnecessary for me to enter into any disquisition on that topic. The

only question is, What is the best and most convenient form of

counter-irritant that we can in such a case employ 1 Now, here I

must particularly warn you against the use of that most common and

convenient of counter-irritants— the fly-blister— because of the

tendency which it has to excite dysuria or to aggravate it when it

is already present. At all events, if you will use it, you must take

the usual measures to prevent this unfortunate effect. But if you

desire to produce a rapid and active counter-irritation, I believe that

you cannot do so better than by applying solid nitrate of silver so

as to produce vesication. Or you may use a strong tincture of

iodine, painted twice a-day over all the lower part of the abdomen.

But, finally, with all your other treatment, you must not forget to

attend to

6th. The Regulation of the Bowels.—With reference to this point

you must remember not to allow the lower bowel to become filled

and gorged with feculent matter, so as to be left to press upon the

inflamed part, aggravating the pain and annoying the patient.

Nor, on the other hand, must you be frequently administering strong

medicines, which would purge and excite the action of the intestines

and necessitate much motion on the part of the patient. Frequent

and violent action of the bowel would act even more injuriously on

the progress of the disease than the distension of it with faeces, if

this be accompanied by perfect rest ; but the proper plan is to ad-

minister from time to time, at intervals of three or four days, some

simple aperient by the mouth, and afterwards to aid its action by a

mild enema.
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B. After Suppuration is established.

So much for the treatment of pelvic celkilitis in its earlier

stages. But sometimes the disease will go on in spite of the most

skilfully-directed treatment, and end in suppuration ; and you will

be occasionally called on to treat cases in which abscesses have

been formed before they come under your care. If you see a patient,

for instance, on the sixteenth day after the disease has begun, who
presents all the symptoms of hectic fever, whose pulse beats with

undiminished rapidity, and in wliom the inflammatory swelling

has not lessened in size, but only become more soft and yielding

you may make sure that in that patient the disease has ended, or

Avill ere long end, in the formation of pus. The question then arises,

How is such a case to be treated 1 and we reply, You must have

recourse to

7th. The Administration of Febrifuges and Refrigerants. — Your

patient is thirsty, and you will require to give her ice, or a few drops

of nitric or phosphoric acid in water for a drink. She is worn down

and feverish, with fits of cold succeeded by burning heats ; and you

will recpiire to administer quinine to counteract the aguish tendency,

and to keep up her failing strength. With this view,too, you may

be obliged to have recourse to some gentle stimulant, or to the use

of an alternation of tonics to support her until the abscess is ripe, and

ready for evacuation. In some cases the use of wine, even in con-

siderable quantities, becomes indicated. Again, perspii'ations some-

times occur, excessive and exhausting ; and to moderate them you

may have to adminster some sulphuric acid along with the quinine, or

to give her the phosphate of the alkaloid in dilute phosphoric acid.

The next thing to be attended to is

8th. The Evacuation of the Abscess.—But in regard to this point, let

us endeavour, as a preliminary step, to determine whether a pelvic

abscess ought always to be opened or not. I have more than once

already told you that when left to itself the matter has a tendency

to find its way to some point on a cutaneous or mucous surface,

there to become evacuated. Such spontaneous evacuations, when

they take place internally, are most frequently into the vagina or

the rectum, and these are precisely the places where we particularly

desire to see the evacuation occur. But this, unfortunately, is not

the invarialjle rule ; and I feel perfectly sure that in any case it is

better carefully to watch the progress of the suppuration, and to

take it into your own hands to make a proper artificial opening for
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the discharge of the abscess in a safe and suitable situation, than to

leave the guidance of it to nature, and to run the risk of seeing the

purulent collection burst in some dangerous or disagreeable locality.

By making a prompt and judicious opening into a pelvic abscess,

you may even in some cases save your patients' lives. One of the

earliest cases of pelvic cellulitis that I saw occurred in a patient

Avhom I watched in the Lying-in Hospital, along with Dr. Ziegler.

The inflammation had extended lower down than usual, to the cell-

ular tissue lying between the rectum and the vagina, and had led

to the formation of an abscess which had begun to point towards

both of these canals. Such was the state of matters one day when
we examined the patient ; and we both decided that it was of no

use to make an artificial opening, 'as it seemed certain that the

matter must speedily find an exit for itself, either into the canal of

the rectum or of the vagina. And, certainly, within four-and-twenty

hours from the time when we made our examination, the abscess did

burst ; but we found, to our dismay, that instead of opening on one

of these mucous surfaces, to which it pointed so distinctly, the

abscess had burst into the peritoneal cavity, where the effused pus

had given rise to intense irritation, and lighted up a peritonitis that

proved rapidly fatal. But there is usually not by any means so

much risk of the abscess opening into the peritoneum, as of its

becoming evacuated in some unpropitious situation, such as the

bladder, with which it may come to communicate directly ; or high

up in the rectum or intestinal canal ; or the matter may find its way
into both bowel and bladder at once ; or by some other double

opening ; and this, as well as all the other unfavourable complica-

tions which I have pointed out to you as liable to result from the

unguided process of suppuration in the pelvis, and from spontaneous

rupture of the abscess, may almost always be easily avoided by early

and well-directed artificial evacuation of the pus. I trust from what

I have said, the propriety of surgical interference is sufiiciently

impressed upon your minds, and that you are now prepared to enter

with me upon the consideration of three questions in regard to it

—

viz. When ? Where 1 and How ? is the abscess to be opened.

a. The proper Time /or Artificial Evacuation.—To the first of these

three questions—that, namely, which asks when a pelvic abscess ought

to be opened by the surgeon—it is impossible for me to furnish a reply

that would hold good in every particular case. It is impossible for

me to say that on any given day from the commencement of the

inflammation, or the hectic fever, an abscess must be so far advanced
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as to bo ready foi' the knife ; for in some patients, and under certain

conditions, the processes of inflammation and suppuration go on more

rapidly—in others, again, more slowly. But one piece of general

advice I can give you, and that is to withhold your hand so long as

there appears to you no risk of the abscess bursting into the i^eri-

toneuni, or opening into the bladder, or in some other situation less

favourable than that in which you are prepared to puncture it. It

is better not to open it too early, because there is usually more than

one collection of pus, and if the case be left to itself for a sufficient

length of time, these once separate collections will finally be found

to communicate freely with each other, so that by making an open-

ing into one you are able to empty them all, and thus obtain a

prospect of a sj^eedy cure. But if you make an opening at too early

a period into one of the collections, you succeed in evacuating that

loculament alone, and so give room for the enlargement of the other

abscesses, which, after a time, and each in succession, may cause

distress and call for a renewal of the operation. For this reason I

would recommend you to defer the artificial evacuation of a pelvic

abscess as long as it seems to you to be safe to allow it to go on

unguided, and as long as the severity of the hectic symptoms, or the

failing of the patient's strength, do not appear to call for more

immediate interference. But in any case where you have decided

upon giving a vent to the pent-up matter, the next thing you have

to do is to choose

The projjer Place for Artificial Evacuation.—If -you find it pos-

sible in any case to open with sufficient freedom a pelvic abscess at

some jjoint on the cutaneous surface, by all means open it there.

But it is only in cases where the cellular tissue of the brim or of an

iliac fossa is implicated that it will be in your power to do so.

Generally pelvic abscesses have a greater tendency to point inter-

nally, and to open into some mucous cavity, than to make their way

towards a cutaneous surface.' Internally I have seen pelvic abscesses

open in almost every conceivable direction
;
and, as the result of all

my observations, I have no hesitation in saying that the proper

place for their artificial evacuation is through the vagina. I have

said that abscesses opening into the rectum usually heal very well

also ; but there is this risk attendant on a communication between

the cavity of an abscess and the cavity of the rectum, that fsecal

matters in some rare cases get into the abscess, and either prevent

and protract its healing, or light up a fresh inflammation ; and when

1 Tins is only true of intraperitoneal pelvic abscesses.
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a sinus becomes established high up in the pelvis, it is very difficult

of access through the rectum. On the other hand, pelvic abscesses

discharging into the vagina usually heal very rapidly ; and in those

cases where the healing process, from some constitutional peculiarity

in the patient, goes on more slowly, the opening is still very easily

accessible, and in so far is more amenable to treatment. Again, in

opening pelvic abscesses artificially, you may inadvertently wound a

vessel of sufficient size to give rise to an alarming amount of

hemorrhage ; and if the incision has been effected through the

rectum, you will find it very difficult indeed to arrest or restrain

the bleeding there
;
whereas, in the case of the vagina, hemorrhage

into it can always be restrained by plugging. It is not often that

this accident happens, but we do meet with it sometimes. A year

or two ago I attended, along with Doctor James Duncan, a patient

with a pelvic abscess which we determined to evacuate through the

vagina ; and although I used every precaution in doing so, yet I

wounded a vessel of considerable size,

and we had to keep the vagina

plugged for a couple of days to check

the bleeding that ensued. You will

usually find, in selecting the part of

the vagina through which to evacuate

the abscess, that the best point for

the purpose is that spot in the roof

of the canal immediately behind the

cervix uteri, to which I called your

special attention when treating of the

pathology of the disease, and where,

as I told you, the mucous membrane

was supported and protected only by

Pig. 19. a very thin layer of the pelvic fascia.

At this point, then, in the posterior

cul-de-sac of the roof of the vagina, you will usually find the wall at

one point soft and yielding, so that you can press the tip of the

finger into it, and here it is that your opening is to be made. It is,

I repeat, very easy of access ; and as it is, in the great majority of

cases, the most dependent point at which an opening could be made.

Fig. 19. Diagram showing the situation of a purulent collection (d) behind

the uterus (b), and the point at which it may be punctured tlu-ough the vagina

by means of an instrument (/). a. The bladder, c. The rectum, e e. The ends

of the peritoneum.
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you may hope to evacuate the abscess more effectually by puncturing

it here, than by juuicturing it at any other point. Having decided,

then, in any case that the abscess must be evacuated, and having

deteraiined at what point the opening is to be made, you have next

to make up your minds as to

c. The 2}i'02}er Means for Artificial Evacuation.— For opening

pelvic abscesses some have recommended the use of a long curved

trocar and canula, such as are used for puncturing the bladder

through the rectum in cases of retention of urine, and if the pus be

" well digested" and the abscess perfectly mature,—to use the well-

known and sufficiently expressive phraseology of the older writers,

—

such an instrument will usually suffice for its complete evacuation.

I saw a case some time ago, along with Dr. Young, where I passed

a long trocar and canula of this description along the inner edge

of the iliac bone, and so gave vent to an abscess seated very deeply

in the iliac fossa. This depth I could not well have reached with

a knife
;
yet in by far the greater number of cases, the knife is by

much the preferable, instrument. It is not always that the matter

is so fluid as to escape freely and full at first through the canula,

and then the ojjening made by it is so small that it readily closes,

and thus you are very apt to have a re-accumulation of the pus.

Such a risk you do not encounter when you use a knife for opening

the abscess, for with it you can make the opening as free as you

will. You may use an ordinary bistoury, in which case you must

wrap the whole of the blade round with lint or tape, except the tip

of the instrument, so as to guard it and prevent it from wounding

any part of the canal. But I believe that you will always succeed

best, and operate most successfully, with a tenotomy knife. Intro-

duce the forefinger of one hand into the vagina, to guide and guard

the point of the tenotomy knife up to the soft and yielding spot,

and feel if there is any artery pulsating at the point you projjose to

puncture, and if so go to one side of this point, pushing in either

case the tenotomy knife forward into the abscess with the other

hand. On doing this you will usually feel the pus escaping through

the opening, but the knife must not be at once withdrawn—not

till you have made a slight incision with it to one or other side, wide

enough to admit the tip of the forefinger to be pressed through.

With the finger forced through enlarge the opening, avoiding the

further use of the knife if possible. As you thus enlarge the open-

ing with the finger still more, you will be able to feel with it

whether there are further loculaments or dissepiments beyond. If
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all the different loculaments have already come to communicate

with each other by enlarging the opening in the manner I have

indicated, you ensure a free outlet for all the matter. If you

find the pus to be fetid when it escapes, as it sometimes is, then

you must bear this further in mind, that that phenomenon is some-

times due to the presence of gangrenous masses in the abscess, and

that a perfect cure can never be accomplished until these be com-

pletely removed. Break down the walls of these dissepiments or

loculaments as much as you can before removing the finger. After

a free and dej^endent opening has thus been made into the abscess,

there is usually nothing further to be done. To exert pressure

through the abdominal parietes, as has sometimes been recom-

mended, is altogether unnecessary, for the abscess empties itself

completely without any pressure whatever from above. All that

you have to do now is to attend to the patient's general health,

which requires to be supported ; and to introduce the finger again

into the vagina after a day or two, and open up the wound, to pre-

vent its lips from adhering by the first intention, and so lead on

again to closure and reproduction of the abscess. By following out

these simple rules you Avill find that in most cases the purulent dis-

charge begins to dry up after a few days, and in about a week the

patient begins to recover from all her untoward symptoms, and be-

comes gradually restored to her former state of health. In most

cases, I say, but unfortunately not in all ; for in some instances

where pelvic abscesses are evacuated either naturally or with the

help of art, a sinus is left which keeps on discharging pus, and

which renders it necessary for the practitioner to make one or

more

9th. Counter-openings.—After an abscess in the broad ligament

of the uterus, for example, has been evacuated, suppuration may still

go on and spread along towards its external border, and as the

matter which is here formed might have difficulty in escaping

through a wound in the roof of the vagina, the abscess may go on

for years, alternately filling and being discharged, and never healing

up at all until another opening has been made in the side of the

pelvis. I once saw a very striking illustration of the necessity and

value of making a counter-opening, in the case of a patient, the wife

of.amedical gentleman, whose history showed that several years before

she had had an attack of pelvic cellulitis and abscess, which, after

spontaneously discharging and making a fistula, had been allowed

to go on for many years, until the hectic fever became so distinct.
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and the reduction of the patient's health became so great, that two

eminent physicians, who had a consultation about her case, came to

the conclusion that she was labouring under tubercular disease ; and

tliey sent her on a distant voyage in the hope tliat she might re-

cover in a milder climate. After a year's absence she returned, im-

proved in health, but still with two fistulous openings, one in the

rectum, the other high up in the inguinal region, both of them ever

and anon discharging quantities of pus. On introducing a long

ball-probe into the external orifice near the anterior spine of the

ilium, and pushing it down along the fistulous track, I could feel it

distinctly through the roof of the vagina. At this, the most depend-

ent point in the whole course of the sinus, I made a counter-

opening, through which I pushed the probe, and brought it out at

the vagina. The late Dr. Bright was with me at tlie time, and he

afterwards told me he never was in such terror in his life,—for,

first, he saw the lady snoring under chloroform, the use of which he

had never witnessed before ; and then, secondly, he saw that long

metal rod sinking away down and down into the depths of the

abdomen and pelvis until after my incision it emerged at the vagdnal

orifice. The result of that operation was most satisfactory, for the

matter had now a free outlet for escape ; the sinus speedily closed

in its entke extent ; and the patient recovered betimes her lost

health and strength under the kind and able care of my friend Dr.

Traill of Arbroath. Such a case illustrates, in a very impressivfe

manner, the value and importance of making a counter-opening, in

the case of a sinus remaining after the evacuation of a pelvic ab-

scess. But you may find cases of pelvic fistula of this nature occur-

ring in practice where it may be impossible for you to adopt this

plan of treatment. An abscess may have opened spontaneously on

some surface, and through the opening from which the matter still

escapes you may push a probe without arriving at any other point

where a counter-opening would be likely to prove of any service
;

or in evacuating an abscess Avith the knife you may have found it

impossible to make an opening sufficiently large to admit of the full

and free escape of the pus, which continues slowly to be discharged

during a lengthened period. When such a state of matters exists,

there are two other different modes of treatment which you may
adopt. You may have recourse first, for example, to

10th. The Injection of Tincture of Iodine.—Of the value of this

measure as a means of diagnosis I have already s2)oken. Let

me now add only one word as to its value as a means of cure. In-
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jection of tincture of iodine in a slightly diluted form into a fistula

will almost never produce any bad effects ; at least, I have never

seen any untoward symptoms result from it, although I have had

recourse to it in many cases and many kinds of fistula. Its use, I say,

is always safe, and its action is often most satisfactory. The only

drawback is, that the injection may require to be repeated again

and again, if at first it does not prove successful ; and when it

becomes necessary thus to have recourse to repeated injections, it is

advisable to use a stronger and less diluted preparation. Should

the injection of the strongest tincture of iodine fail in efi"ecting a

cure of a fistula, you may next have recourse to

11th. The Introduction of a Piece of Wire.—In the beginning of

the last winter session I saw a fistula resulting from pelvic cellulitis

in the case of a patient where an abscess had been evacuated behind

the cervix uteri. Having injected some tincture of iodine into it,

and finding little benefit result from its use, I introduced some iron

wire into it, and left it lying deep in the cavity of the abscess. In

the course of a few days a sufficient degree of inflammatory action

was excited to lead to the formation of granulations, and the wire

being then removed, the abscess quicMy healed and closed up

entirely.

12th. Use of Tonics and Deohstruents.— Finally, where much

effusion remains in the surrounding tissues, your treatment of the

case does not end even when the abscess has been healed, and the

fistula dried up. But the treatment is now easy and simple, for all

you have to do is to endeavour to restore strength to your patient

by the well-regulated administration of cod-liver oil, quinine, iron,

and other tonics ; and where some degree of hardening and indura-

tion remains, you must put her upon small doses of iodide of potas-

sium, or, what I think you will find better still, give her five grains

of the bromide of potassium three times a-day dissolved in water, or

in a vegetable tonic infusion.

And now, before I have done with this subject, let me fulfil a

promise which I made to you when I began it, by reading to you

the observations that were made regarding pelvic cellulitis by Archi-

genes, and which have been preserved to us by ^tius. Remember

that Archigenes practised at Eome at the termination of the first,

and in the early part of the second century, and that the following

account of pelvic cellulitis was written by him within a few years of

that distant time when the Emperor Hadrian visited Britain, and

commanded here the building of that enormous wall from the Tyne
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to the Solway, the gigantic remains of which, and of the dilapidated

Roman cities raised along its course, form still in Northumberland

such striking and startling objects even at the present day.

" Of Abscess of the UtePvUS, from Archigenes.

" Abscess in the uterus, as in other parts of the body, results

fi'om a previous attack of inflammation. In the first instance, there-

fore, the symptoms of inflammation will be manifested, and after-

wards when the pus begins to be formed the pains are increased,

and fever sets in with shiverings, mostly towards evening ; a tumour

is formed and a pricking ])n,m is felt ; in some cases there is sup-

pression of urine, and in others the evacuation of the faeces is inter-

fered with, or Ijoth may be simultaneously affected. But the local

pain will indicate the seat of the disease. Then, if it cannot be

discussed, the suppuration must be artificially promoted. For this

purpose poultices of linseed, fennel, barley-meal, boiled figs, mallow-

root, or turpentine, are to be applied to the lower part of the abdo-

men and to the loins. The juidenda are to be constantly fomented

with a sponge, and vapours are to be introduced into the vagina by

means of a reed inserted into the perforated lid of a dish. The

patient must be made to sit frequently in baths containing decoc-

tions of those herbs which have a drawing proj^erty, such as penny-

royal, horehound, laurel, sage, mugwort, dittany, centaury. But if

the pain should set in still more violently, poppy-heads boiled in

water and bruised must be added to the poultices." Then he goes

on to give prescriptions for various medicated jjessaries, which may

be useful under certain circumstances ; and afterwards he proceeds

thus :
" But when the abscess bursts, if the pus be carried into the

bladder, and be excreted with the urine, the patient must drink

milk and take cucumber-seeds ; and jjoultices such as we have

described must be applied, and emolient ami odoriferous ointments.

But if it makes its way into the intestinum rectum, and escapes

alone or with the fajces, we must administer a decoction of lentils

and pomegranate bark as a clyster."
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LECTUEE VI.

PELVIC PERITONITIS.

Synonyms—Pelvi-peritonite (Bernutz)—Inflammation Peii-uterine (Courty)

—

Pelveo-peritonaiitis (Scanzoni)—Perimetritis (Viroliow).

In the preceding lecture I attempted to describe a disease which,

up to a few years ago, was considered one of the most common

of the inflammatory affections occurring within the pelvis. But as

our knowledge of pathology has advanced, it has become recognised

that many of those cases whicli have been looked on as purely extra-

peritoneal, are in reality affections of the serous membrane itself,

and the consequences arising therefrom ; and that, in fact, we have

to deal with two perfectly separate and distinct diseases, whicli,

however, may complicate each other.

It would be unjust to one of the most careful and conscientious

of clinical observers, M. Bernutz,^ not to mention that it was prin-

^ As the two diseases Pelvic Cellulitis and Pelvic Peritonitis have lately been

denominated by Virchow para- and peri-metritis, and as this nomenclature has

been introduced into our country in a monograph only recently published, I am
compelled to attempt to justify my adoption of the terms which head this and the

preceding chapter, and I trust to be able to show that if those terms are not ab-

solutely perfect, still that they are preferable to, and less confusing than, any

others that have' as yet been proposed. Many of the names advanced are bad

compounds, such as peri-uterine cellulitis, or phlegmons peri-uterins ; others as

too limited in meaning, as inflammation of the broad ligaments ; while some again

only indicate one of the stages of the aff'ection, as engorgement periuterin.

Let me then state, as succinctly as possible, my reasons for preferring the two

names I have adopted to those proposed by Virchow.

\st. The two Greek propositions peri and para are here employed arbitrarily

to indicate inflammatory processes which are essentially distinct. Peri means

"round about," para "by the side of ;" but it cannot be said that the cellular

tissue is less round about the uterus than the peritoneum. In fact, it separates

the womb from its serous lining except at the fundus, so that perimetritis might

be taken to indicate one of the varieties, though not a very common one, of pelvic

cellulitis. In fact, the term perimetric cellulitis has been employed with this

meaning ; and as the preposition para has not been employed in the form of a

compound to express inflammation of the cellular tissue round any other organ,

it is evident that no little confusion might arise as to the real nature of the

disease, simply by the transposition of a couple of letters of the alphabet.

2d. The term perimeti-itis, even if employed only to indicate inflammation in
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cipally to liis researches that we are indebted for our increased

knowledge of the true nature of tlie affection I am about to treat of

in this chapter, thougli we are by no means prepared to go so far as

he does, and ahnost absokitely deny the occurrence of cases of peri-

metric celhilitis at all. The fact is, that while the doctrine of in-

flammation of the cellular tissue in the pelvis, after its revival in

England by Doherty and Churchill, was carried too far by the en-

thusiasm of Nonat in France, M. Bernutz committed an equally

grave error by rushing nuich too blindly in the opposite direction.

The truth, as it usually does, lies between tlie extremes ; and while

we may easily believe that M. Bernutz has verified his diagnosis

more frequently by autopsies in cases of jielvic peritonitis, it must

not be imagined that, on account of the rarity of such post-mortem

verification, cases of perimetric cellulitis are uncommon. On the

contrary, I believe that the very fact of the lesion being so frequently

extra-peritoneal is the reason why we so seldom have an opportunity

of comjileting the diagnosis in the way mentioned. No one can for

a moment doubt that pelvic peritonitis is a much more serious and

grave lesion, and one much more likely to produce a fatal issue, than

inflammation of the cellular tissue of the pelvis, and of that alone.

the peritoneum, could not well be used if the inflammation were confined to the

serous memhraue round tlie tubes or ovaries ; and we should require in conse-

quence to adopt the terms perisalpingitis or perioophoritis, to express the varieties

of pelvic peiitonitis, thus lumecessarily encumbering our nomenclature.

Sd. In the same way, and to most Greek scholars, the term parametritis would

imply too close a proximity to the uterus to be used with correctness in a case,

e.g., of puerj^eral cellulitis in one or other of the iliac fosste—a difficulty which

the term pelvic cellulitis gets over admirably.

4th. According to our best Greek authorities, the preposition " para" is never

used to indicate proximity to a person or tiling, except with the idea of motion

towards or by the side of that person or thing. Thu.s Donaldson and Jelf— both

eminent Greek scholars—give, as an example of jmra with the accusative, the ex-

pression from Xenoplion, "iropa tov -rroTa/xov irapievai," which certainly indicates

motion by the side of. I need not point out how absurd it is to use a preposition

which, in the manner employed, can only express motion to indicate a standing

disease.

Uh. Pelvic cellulitis and pelvic peritonitis not only show to any one at a

glance the nature of the aflection, whetlier it is inflammation in the cellular tissue

or in the serous membrane in the pelvis ; but also they do not limit the scat of

the disease to tlie immediate neighbourhood of the uterus, as I maintain the words

peri- and para-metritis must do. If we keep in remembrance that the terms pelvic

cellulitis and peritonitis are only to be employed by gynaecologists when the in-

flammation in the pelvis arises from some kind of disease of or injury to the

uterus and its appendages, I hold that the terras can produce no confusion what-

ever in the minds of those who adopt them, but must necessarilj' assist them in

rapidly forming a conclusion as to the seat and pathology of the affection.
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While, on tliis account, we have seldom any oi^portunity of confirm-

ing the existence of a perimetric cellulitis by post-mortem inspection,

such a case as that reported by M. Simon ^ goes far to prove, not

only the possibility of its existence, but even the probability of its

frequent occurrence.

Pathological Anatomy.

The disease of which I am treating is essentially inflammation

of the pelvic peritoneal lining membrane—as the name indicates

—

and its results ; and it must be remembered, before we go farther,

that this inflammation rarely, if ever, can be said to be idiopathic,

being usually merely symptomatic of some disease in one or other

of the organs in the pelvis.

If we had the opportunity of examining such a case in its first

stage, that of simjjle inflammation, we would find nothing more

than the ordinary intense congestion and redness of an inflamed

serous membrane, with perhaps a little lymph here and there on its

surface, and in the cavity of the pelvis more or less of the sero-

albuminous fluid poured out from its distended vessels. In some

cases, though probably in very few, the disease may never go

farther, beginning and terminating in this stage ; and we may

suspect such to be the explanation, perhaps, of some obscure attacks

of pain occurring occasionally in the course of recovery from child-

bed. At least, it is not easy otherwise to account for the greater

frequency with which we find pelvic adhesions in autopsies of

females than we can refer to symptoms which at the time were

supposed to be occasioned by peri- or para-metritis."

In by far the greater proportion of cases, however, the inflamma-

tion is not arrested at the stage we have spoken of. Usually the

serous fluid, so abundantly poured out by the congested vessels, begins

to deposit on the surface of the inflamed serous membrane flakes of

fibrine or lymph, which, as they become more numerous, cover it

with a greyish-white deposit, and gradually bind the opposing

peritoneal surfaces together ; so that, for instance, we find the uterus

bound to the rectum or bladder, and the intestines matted tightly

1 Bulletins de la Societe Anatomique de Paris, xxiiii'^. annee. No. 20, p. 234.

^ M. Aran lias found sucli pelvic peritoneal adhesions and evidences of old

inflammatory action in the pelvic cavity in 55 per cent of women examined post

mortem by himself. As we might expect, those prooi's of b3'gone inflammation

were more frequent in the married than the unmarried, and most iu those who

were known to have had large families.
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together, or adherent to tlie difierent pelvic viscera. The serum,

too, seldom long remains as such ; it is very often rapidly converted

into pus, which usually sinks into the most dependent part, so that

we most frequently find it in the posterior cul-de-sac of the pelvis.

Sometimes it gets encysted from the union of opposing peritoneal

surfaces above it, and these encysted abscesses in the posterior cul-

de-sac are those which we can most safely evacuate. According to

Scanzoni, we very frequently find a fatty degeneration in the super-

ficial layers of unstriped muscular fibres of the uterus, but I have

had as yet no opportunity of confirming this statement.

In the third stage the pus either finds its way to the exterior

by some one or other of the outlets to be afterwards mentioned, or

it may become disintegrated, gradually becoming fatty and being

absorbed
;

or, the peritonitis extending to the abdominal cavity, the

case may terminate fatally before either of those events happens.

The deposited lymph becomes more strong and firm, and the

adhesions thus produced very dense and fibrous. The hard and

resistent tumour, we find by examination in such cases, is entirely

the result of the matting together of the different pelvic and

abdominal viscera by such strong and tenacious adhesions, and of

the accumulation of serum or sero-purulent fluid in the pelvic

cavity.

Symptomatology.

Having thus briefly gone into the true pathology of the disease

we are at present considering, let me direct your attention to the

symptoms to which it gives rise, and to the manner in which we can

most easily distinguish it by those symptoms from other diseases

simulating it. Perhaps we could find no better method of making

you familiar with the aff'ection we are treating of, than by citing

one of the most illustrative of the cases given by M. Bernutz.'

A young woman, aged 18, was admitted into Lourcine, February 12, 1856.

Her mother died of phthisis. Has always enjoyed good health. Menstruation

began at fifteen without pain, and has been regular .since. She had sexual inter-

course, for the first time, on the 10th of February 185,5, and since then has only

menstruated three times—viz. in February, July, and December ; in all other

respects she has been in good health, till the venereal attack for which she was

admitted into hospital. From the 20th to the 25tli January she had sexual inter-

course with a man who was under treatment of some kind at the Hupital Midi.

After this she had a greenish discharge ; but still she felt well, till the eighth day,

when she was seized with sharp pain in the lower part of the body, which was

1 Vide Les Maladies dcs Femmes, par MM. Bernutz et Goupil, tom. iii«m'. p.

13 e< seq. ; or the Sydenham Society's translation of the work, vol. ii. p. 6.

VOL. III. H
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increased by movement and defecation ; these continued to increase, and for

them she was admitted into Lourcine.

Examination of tlie nioutli showed no sign of past or present syphUis. She

complained of gi-eat jiain across the lower part of the stomach, especially to the

left ; it was increased by movement and defajcation. The anus and external

genitalia were healthy. The meatus, and inner siuface of the labia minora were

very red, as was the whole vaginal canal and surface of the cervix. A purulent,

sometimes glairy, mucous discharge issued from the cervix. The cervix itself was

small, conical, soft, and normal in direction. A resisting body was felt in the

anterior cul-de-sac, perpendicular to the cervix ; it occupied also the posterior

and left lateral culs-de-sac, and indeed existed all around the cervix, except on its

right side.

In the right vaginal cul-de-sac a groove of separation could be felt between the

cervix and the tumour. Pressure on this tumour, on its left and posterior parts,

caused great pain in the abdomen, similar to that experienced by the patient in

moving, etc. Ordered fifteen leeches to the left iliac region, rest, etc. This gave

some relief, and the redness was slightly diminished ; the tumour, however,

remained as before—perhaps the groove of separation was more distinct. By rest,

in a few days there was some further improvement.

Then, again, the iliac pains returned, and any examination increased the

suffering, the discharge increasing with it.

Fig. 20.

Early in March she had an attack of jaimdice ; then symptoms of pleurisy on

the right side, segophony, etc. These symptoms increased in severity, accompanied

with great dyspnoea. Paracentesis thoracis was accordingly performed, and an

enormous quantity of fluid was drawn off, but without any appearance of pus or
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lympli. This gave great relief, but only for a few days ; the chest refilled, and

was again tapped ; this time the fluid was purulent. Iodine was therefore injected,

but this failed to prevent a repetition of the effusion. Tapping was accordingly

repeated for the third time ; but the patient sank, and died on the 12th of May.

Post-mortem Examination.—On opening the abdomen, the bladder, uterus,

broad ligaments, and sigmoid flexure, were all bound together Ijy old firm

adhesions, as is represented in the annexed sketch.

The posterior surface of the bladder v was united to the uterus u by two bands

of adhesions, one of which passed on to the sigmoid flexure s ; the other united

also the Fallopian tube T to the sigmoid flexure. Between these two vesical

bands, the vesico-uterine peritoneal cul-de-sac was healthy. The right broad

ligament D, covered by the membrane from the bladder, formed, as it passed

behind the border and right angle of the uterus, a demi-involuere, which consti-

tuted the upper and internal wall of the pelvic cavity of that side. All this

peritoneum was covered with false membranes. On the left there was no pelvic

cavity ; the broad ligament was united to both bladder and rectum. On quietly

separating these adhesions, an intra-peritoneal abscess, full of pus, was opened
;

it was .situated in front of and below the ovary, being in direct contact with tlie

peritoneum covering that viscus. The uterus itself was bound posteriorly to the

rectum, but was also acutely anteflexed.

The Fallop)ian tubes were highly congested. The right contained two small

pm'ulent collections—one at the fimbriated extremity, which was dilated, opening

adherent to the ovary. The left tube was impermeable, but contained no pus.

The ovaries were both healthy.

The cellular tissue of the broad ligaments and uterus was perfectly healthy.

Here we find the pelvic peritonitis arising from the extension of

a gonorrhosal inflammation through the uterine and tubal mucous

membranes to the peritoneum, a point on which M. Bernutz lays

great stress, as showing the analogy between pelvic peritonitis pro-

duced in this way, and the affections of the epididymis arising from

a similar cause in the male.

The following case is a good example of the ordinary form of

pelvic peritonitis with eff"usion, occurring after delivery. For the

report I am indebted to Dr. Gumming, the resident surgeon of tlie

Maternity Hospital at the time. The post-mortem examination I

witnessed myself, and the notes were drawn up at my direction.

Mrs. S., ret. 29, was delivered of a male child at the seventh month on .Tanuary-

9th, 1869, after a labour lasting nearly forty hours.

At the commencement of the labour, when the os was dilated to the size of a

sixpence, considerable hemorrhage occurred, lasting some hours. The pains were

continuous and of little strength. Forty-five drops of laudanum were given,

which increased the intervals considerably, the pains becoming stronger. The
passages were very tense, and the perineum small.

January 10th.—Patient had a tolerable night. Pulse quick, luit otherwise

well. Took her food pretty well.

January Wth.—Stated that she felt very well. No pain or headache.

January 12th.—Complains of slight abdominal pain, or rather tenderness.
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Headache ;
pulse 120. Ordered poultices ; E Pulv. Doveri gr. v., Calomel gr. i.,

every four hours.

January 13th arid lAth.—Pain still continues. Complains of slight pain and

difficulty in making water. Ordered Spt. Eth. Nit. gi., Tinct. Hyoscy. irixx.,

every three hours. Water drawn off by catheter.

January 15th.—Pain continues, but not very severe. Could bear considerable

pressure on the abdomen with the hand. Opium and poultices continued.

January l%lh.—Patient had a pretty good night. Complains of shooting pains

all over her body, and was very restless. The nurse informed me that there was

a considerable amount of purulent discharge from the vagina.

January 17th.—Complained of severe pain under both mammse and across the

abdomen. Passed a very restless night. Catheter used.

Jaiiuary 18th.—The abdominal pain is rather more severe, but she still bears

pressure. Patient complains of palpitation of the heart, and was anxious I should

examine the heart and lungs, but these were normal.

In the evening I saw her several times. Was slightly feverish and broke into

perspiration. Did not complain of the abdominal pain so much as of the shoot-

ing pains all over her body. I saw her at 1 a.m. on the 19th, when she was

pretty quiet.

January 19th.—Saw her at 7.30 A.M. Could not see her face very distinctly

as the shutters were closed, but she answered quite coherently that she had passed

rather a restless night. I then went home, and when I returned at 11 a.m. heard

from the nurse that she had died at 10 a.m., perfectly conscious till an hour

previous.

All along the symptoms were very obscure, and the termination sudden.

Post-Mortem Examination, 24 hours after death.—The body was well nourished,

but was rapidly decomposing. On opening the abdomen, a quantity of serous

fluid escaped from the lower part, and there was found to be general peritonitis.

The posterior part of the pelvis was hollowed out into a large cavity containing

about a couple of pints of sero-purulent fluid, which had jjrincipally gravitated

into the lower part of the retro-uterine cul-de-sac. This cavity was formed by
the still enlarged uterus and the ovaries and broad ligaments in front and to the

side, and by adhesions of the fundus uteri to the intestines above, and by the

rectum and peritoneum behind. It seemed to be quite cut off from the abdominal

cavity. The adhesions were recent and easily removed. The jieritoneum over

the rectum and sigmoid flexm-e was covered by recent lymph. The uterus, as

measured by the iiterine sound, was 6^ inches in length ; its breadth 34 inches

from one Fallopian tube to the other. The posterior surface was covered by a

deposit of recent yellowish lymph about one line thick throughout. The fundus

uteri itself presented the appearance of detached portions of lymph at the points

at which it had adhered to the intestines.

The anterior wall normal.

Os uteri ragged and ulcerated, about the size of a florin. On opening into the

uterus, its internal surface presented the appearance of that of an ordinary puer-

peral uterus. The placenta had been attached to the anterior wall below the level

of the orifices of the Fallopian tubes.

The cervix was rough and irregular, and 1 ^ inch in length as measui'ed along

the anterior wall. A small vascular polypus was attached to its right lateral

surface.

Bladder normal.

The posterior surfaces of both right and left broad ligaments covered with

flakes of lymphy deposit. Their anterior surfaces, on the other hand, simply pre-
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sented an appearance of vascular congestion. The Fallopian tube of the right side

was very much thickened, feeling almost solid to the touch. It was covered hy
flakes of recent lymph. Its circumference measured 1 inch. The orifice at the

fimbriated extremity was much dilated, easily admitting the end of a No. 10

bougie. The left Fallojiian tube was natural in appearance, admitting at its peri-

toneal end the point of Sir J. Simpson's uterine sound only with difficulty.

Left ovary contained some old corpora lutea ; its posterior surface covered by
lymjih.

Right ovary much enlarged. Length 2 inches ; and vertically (from above

downwards) 1 1 inch. On its anterior surface, and close to the Fallopian tubes, a

small rounded orifice about the size of a fourpenny-piece was found. Its edges

were smooth. On the lower border, another but larger rounded orifice existed.

It was about the size of a shilling, and had ragged and everted edges. Neither

of these two orifices was made in removing the uterus and ovaries from the j'elvis.

They communicated with each othei-, and the ovary between was excavated out

into an irregular cavity, which, however, contained no pus.

On the posterior surface of this ovary a corpus luteum was found immediately

below the peritoneum. It was' larger than a pea, and some traces of vascularity

still existed, and it probably was the corpus luteum of the pregnancy.

The mucous membranes of the right and left Fallopian tubes were normal in

appearance. They contained no fluid of any kind. The dilatation of the right

was only at the peritoneal end. Both easily allowed very fine probes to pass,

being patent throughout.

It would simply weary you were I minutely to go over again the

symptoms, which you will find to be almost identical with those

which I described in speaking of jjelvic cellulitis. No doubt,

in pelvic peritonitis we have to do with a much more grave affec-

tion, and the symptoms are proportionally more urgent. The more

rapid onset of acute pain referred to some part or other of the pelvic

cavity, the higher degree of inflammatory fever, and the greater

prostration of the patient, seem to point to more serious mischief

than simple inflammation of the pelvic cellular tissue. As with all

peritoneal affections, we often find, from the commencement,

most distressing nausea and vomiting ; in consequence the pulse

usually soon becomes small and quick. In most of the cases the

symptoms referable to pressure upon adjoining organs and nerves,

are much the same as those already mentioned in the preceding

lecture. The dysuria is sometimes most violent, occasionally amount-

ing to strangury, and sometimes even leading to complete retention
;

and the attacks of spasmodic pain, apparently in the .sphincter at

the orifice of the urethra, are occasionally so acute as to compel the

patient to utter shriek after shriek in her agony. Those attacks of

spasmodic pain seem to recur very frequently, but without any ap-

parent periodicity, and they are usually greatly dreaded by the

unfortunate sufferers. Tenesmus, too, is another of the most dis-



102 PELVIC PERITONITIS.

tressing of the painful symptoms present, and great pain in defseca-

tion is almost unavoidable from tlie situation of the swelling and

effusion. The bowels are sometimes confined, sometimes the reverse.

It need scarcely be added that all appetite is usually lost, that fre-

quently great thirst annoys the patient, and that she lies prostrate

in bed, usually on her back, afraid even to stir, and unable to bear

the lightest j^ressure on the wall of the abdomen, and that sleep is

but seldom obtained without the use of anodynes. If the case pro-

gresses as it sometimes does, and the inflammation extends to the

abdominal peritoneal lining membrane, the symptoms of general

peritonitis rapidly supervene, and the patients usually succumb. If,

on the other hand, the inflammation does not extend beyond the

pelvic cavity, the symptoms become those of chronic pelvic peritonitis,

which we will allude to presently.

Physical Signs.

In the first stage of pelvic peritonitis, by internal examination of

the patient we may find nothing more than an increased sense of re-

sistance in one or other of the peritoneal culs-de-sac, heat of the vagina,

and tenderness on pressure ; but very soon a tumour or swelling

makes its appearance, and this sometimes so rapidly that the whole

pelvis may seem to be choked up by a hard resisting mass, where,

the day previously, almost nothing could be detected. The tumour

so formed is usually very tender to the touch, and generally seems

to enclose, as it were, the uterus within it, giving it that fixed and

immobile condition which may be said to be one of the chief dia-

gnostic points in this affection. At first the swelling is usually

smooth and somewhat elastic, and but rarely occupies the whole

pelvic cavity, and it generally displaces the uterus from its normal

central position in some way or other. Occasionally we find the

fundus ante- or retro-flexed, or the whole uterus pressed to the

opposite side from that occupied by the tumour ; but perhaps the

most common displacement is that of the cervix forward and upward

by accumulation of fluid in the posterior cul-de-sac,^ though we

sometimes notice in chronic cases that the fundus is bent over to the

side of the pelvis affected, from contraction of the adhesions

formed.

One point that you must particularly attend to, is the fact that you

can always trace a distinct line of demarcation between the swelling

and the cervix uteri. For the first two or three weeks no fluctuation

^ Fide Bernutz et Goupil, ut sup. p. 8.
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can ordinarily be folt, the tumour, if examined by combined internal

and abdominal palpation, being as hard and resisting as a billiard-

ball. Of course, if pus forms at a later period, you may sometimes,

though not invariably, detect the fluctuation— especially if the

matter form in the posterior cul-de-sac—by examining by the rectum

and vagina simultaneously. I must caution you against supposing

that the existence of this affection can generally be detected without

the necessity of a vaginal examination. On the contrary, it is but

rarely that you can feel the tumour in the supra-pubic region, or

more or less laterally in the abdomen ; and as pressure to any great

extent on this region can seldom be endured in the early stages of

the malady, it is almost invariably necessary to have recourse to

internal exploration.

There are still two symptoms to be mentioned which have been

declared to be almost invariable concomitants of the acute stage of

the aff"ection we have been considering ; and these are, leucorrheal

discharge and metrorrhagia. Of the former I may say that there is

usually some sort of viscid mucous or muco-purulent discharge from

the OS and vagina, probably due to the congestion of the mucous

membrane of the cervix ; but as to the latter, my experience in the

majority of cases is opposed to that of M. Bernutz. I have cer-

tainly seen it occur ; but in by far the greater number of cases,

instead of there being metrorrhagia, the ordinary menstrual discharge

is frequently found to be altogether arrested, or at least delayed in

its appearance. Of this too I am certain, that on those few occasions

in which I have noticed metrorrhagia, it has invariably seemed to do

the patient at least temporary good.

Progress and Termination.

The acute form of pelvic peritonitis may be said sometimes to

begin and terminate as such, the tumour never going farther, but

disappearing nearly as rapidly as it came. No doubt this is the

exception, and not the rule ; and it is precisely those cases which

are apt to give us the most trouble, as the patient, imagining herself

cured because the pain has disappeared, is inclined to disregard the

injunctions of the medical attendant, and to commit some act of

indiscretion which may easily induce a relapse. Those relapses, too,

are by no means uncommon at the menstrual period, the congestion

of the organs in the pelvis on those occasions leading apparently to

fresh additions to the tumour originally formed.
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When such is the case—and even frequently without any such

marked exacerbations—the disease may j^ass into the chronic form,

a form which has been described by M. Bernutz as a distinct variety

of the affection. Setting aside, however, the form of chronic pelvic

peritonitis produced by tubercular deposit in some of the neighbour-

ing organs, let us inquire what are the symptoms which point to the

fact of the affection passing into a chronic stage, and these, we may

at once say, are more negative than positive. The pain is now

endurable, is not aggravated to the same extent by motion or pres-

sure, and, what is better still, is not constant. The patient may
recover her appetite and strength to some extent, and, as the pain

has lulled, may be able to sleep without opiates. Still the symptoms

pointing to a grave affection continue. As the tumour does not

diminish in bulk, the sufferers still complain of dysuria and other

symptoms indicating pressure on the bladder, or the alternate consti-

pation and diarrhoea, with pain in defsecation, in those cases in which

the tumour is in the posterior cul-de-sac.

The appetite may become very capricious, the patients readily

taking some kinds of food, and loathing others. On account of the

digestive derangement, with the long-continued exhaustion from

confinement and pain, a condition of anaemia, with its accompani-

ments of vertigo, headache, palpitation, neuralgic pains, etc., is

sooner or later developed. In some few chronic cases I have seen

profuse leucorrhoea, with great irritation of the vagina and vulva,

and menorrhagia so excessively prolonged as almost to destroy the

already greatly exhausted patient. Gradually, however, the tumour

may begin to disappear, no fresh relapses occurring at the monthly

period
;
and, coincidently with the disappearance of the swelling,

the patient may slowly return to her normal state of health, or have

only a sense of weight about the pelvis, with occasional pain to indi-

cate the existence of the adhesions which have been formed.

One sign has been spoken of as almost invariably to be found in

these swelliags when they have become chronic, and that is the

existence of arterial pulsations, more or less strong, at their bases, a

point which, though of no importance in diagnosis, it is yet neces-

sary to attend to when surgical interference with the tumour is

intended. Such pulsations, I am convinced, are by no means con-

stant, and are certainly not exclusively confined to the disease we

have been considering.

When the disease, however, instead of terminating in the favour-

able manner we have been imagining, goes on to the formation of an
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abscess, the symptoms change greatly in character, and the jirognosis

may be said to alter in a pi'oportionate degree. There can be no

doubt that such intra-peritoneal abscesses are incomparably more

dangerous than those resulting from pelvic cellulitis, and even

though the abscess be favourably situated for evacuation, we ought

in these cases to have a constant dread of general peritonitis, and its

almost invariably fatal issue, and we must use every means in our

power to avert such an unfortunate result. No doubt, in many

cases which terminate in suppuration, the abscesses are encysted

within walls formed either by fibrinous deposit or by the matting

together of two or more of the internal viscera ; but even though

such walls may be very useful in preventing the lighting up of a

general inflammation, yet the constant production of matter from the

newly-formed pyogenic membranes is very apt to lead to the ex-

haustion of the patient, especially if the pus has found an outlet,

whether externally or internally. We must always bear in mind,

too, that the walls, formed in the way we have spoken of, are some-

times not very strong, and that instances have occurred where rough

handling, either through the abdominal parietes or per vaginam, has

ruptured the fragile membranes, and caused the exact result we
ought so carefully to avoid.

It would be useless to recapitulate the s^nnptoms produced by

those intra-peritoneal abscesses. I have only to refer you to the

lecture on cellulitis, where you will find an exact description of all

that occurs. Still, we ought to recollect that the nature of the

affection renders those symptoms considerably more severe and ex-

hausting, that the patient is placed in much greater jeopardy than

she would be from suppuration in the pelvic cellular tissue, and also

that the formation of matter is likely to go on for a much longer

time before the pus finds an outlet. This you will easily understand

if you remember the peculiarly resisting nature of the serous mem-
brane.

You will recollect that in pelvic cellulitis I spoke of the pus

most frequently finding its way to the surface by one or other of the

iliac fossse, a point which merely coincides with the most common

seat of the formation of pelvic cellular abscesses. But, as you may
readily comprehend, it is nearly impossible, from anatomical reasons,

that such should be the most common point of outlet in the cases

we are considering at present. The fact is that the perforation

takes place into the most easily perforable viscus, which in the

present instance is usually found to be the sigmoid flexure or
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rectum. Very seldom does it occur through the bladder, and even

more rarely through the uterus or vagina.

Etiology.

In discussing the causation of the cases of pelvic peritonitis

which come under the notice of the accoucheur or gynaecologist, we
have constantly to bear in mind that it is only a few years since

attempts began to be made to differentiate it from other affections

of a somewhat similar nature occurring within the pelvis. To take

up, for instance, only the puerperal variety at present, so much con-

fusion existed as to the nature of the malady, that in a vast

majority of cases, if not in all, the patients attacked with pelvic

jjeritonitis after delivery were supposed to be labouring either under

metritis, or again, in the bad cases, under one or other of the

manifold forms of puerperal fever. No doubt in all cases of puer-

jieral fever we have pelvic peritonitis, but this is, of course, only one

of the many local manifestations of a constitutional state. Those

cases, on the other hand, occurring in the puerperal female, from

some traumatic influence during labour, or from some imprudence

after it, and without the co-existence of wliat is known as puerperal

fever, we can usually refer to some given cause, and the element of

contagion does not enter into our speculations on that subject.

Thus, in the case I have given at p. 99, we see at once that the

bursting of a small intra-ovarian abscess during a lingering labour

gave rise to the peritonitis, which, by extending to the abdominal

serous membrane, caused the death of the patient.

If we were to attempt, then, to make any classification of cases

of pelvic peritonitis from their causation, we would begin at once by

establishing a puerperal variety—just as Bernutz does '—-and quite

apart from puerperal fever. The truth is, however, that, though

perhaps nearly half the cases would be found to come under this

head, yet we can seldom be quite sure of the primary disease which

has given rise to the pelvic peritonitis, as to whether that primary

disease is of uterine, tubal, or ovarian origin. Some authors, it is

true, do not seem to have much doubt on this point. Thus Aran,

in his Lemons sur les Maladies de V Uterus, most distinctly gives it as

his opinion that the primary affection is almost invariably ovarian or

tubal. Thus, at page 673, he says, "Perhaps inflammation of the

uterus, and principally endometritis, plays some part in the invasion

^ M. Bernutz, out of 99 cases, gives 44 as puerperal, counting among that

number, and very justly, 8 cases whicli came on after abortion.
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of peri-uterine organs by inflammation, independently of any altera-

tion in the ovaiy or tube. This I can say, that I never met with

any fact of this kind, and am not yet convinced by any knoAvn fact

which might seem to support an opjjosite ojjinion. It has not been

shown to my satisfaction that the ovaries and tubes have been

examined with sufficient care. Too frequently the examination has

been made months, nay years, after the attack, when any traces of

inflammation of these organs may have disappeared long before."

Again, at page 679 of the same book, we find him making no less

positive statements. " When the appendages of the uterus are

aff"ected only on one side," he says, " it is from these appendages, as

from a centre, that the inflammatory changes extend, and the

situation of the diseased ovary or tuhe fixes definitely the site of the

tumour in front, behind, or on either side of the uterus. But if, as

in a number of cases, the appendages are attacked on both sides at

once, the pathological changes soon meet in the mesial line, most

frequently behind, but sometimes in front of, the uterus, surrounding

that organ in a kind of ring which is more or less complete." From
these quotations, and from many other passages of the work in which

the same idea is reiterated, it will be seen that M. Ai-an makes the

uterus play a very subordinate part in the development of pelvic

peritonitis. But we can scarcely hesitate to believe that in many of

the cases the uterus is the real starting-point of the inflammation.

Indeed, it has lately been stated that the extension of endometritis

along the tubes is tlie most common cause both of the pueq)eral and

non-puerperal varieties of the malady we are discussing. However

true this may be of the puerperal and gonorrhojal forms of pelvic

peritonitis, I should be disposed almost entirely to disbelieve in the

frequent causation of other varieties in this way. I have seen pelvic

peritonitis so rapidly developed after the introduction of a tangle-

tent, the use of a cutting or burning instrument to the uterus, or

even after the use of the sound, that no inflammation in the mucous

lining membrane of the interior of the womb could have had time to

spread through the tubes to the peritoneum.

As to the determining cause of the inflammation in this variety

of pelvic peritonitis, I could not do better than quote the statistics

of M. Bernutz, who, out of 1 8 cases, found that

4 arose from difficult pai-turition,

3 „ cold,

9 „ too early rising after confinement,

1 „ fatigue,

1 „ venereal excess
;
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and M'Clintock observes the same fact as to the frequency of its

origin from too early rising, as he mentions that Dr. Heyerdahl of

Christiania had informed him, that so frequently were patients

attacked with pelvic cellulitis after leaving the Maternity Hospital

in that city, that the managers had felt themselves compelled to

lengthen the duration of their residence in hospital, to prevent, if

possible, these accidents in the future.

There are still two points which seem worthy of note before we
leave this variety of pelvic inflammation, and those are the insidious

manner in which the attacks sometimes come on, and the frequency

of the formation of matter in such cases. With reference to the

first, M'Clintock ' makes the admirable observation that in all cases

of bad recovery from childbed, we should carefully examine the iliac

regions day by day, as he has thereby frequently been enabled to

detect latent inflammation when all the other symptoms indicated

the complete subsidence of morbid action.

With reference to the second point, though I have no statistics to

off"er you, yet I am convinced, from personal observation, that not

only is suppuration more common in this than in any other variety

of pelvic peritonitis, but also that the matter forms much more

rapidly. In a case arising from exposure to a cold wind after an

abortion, the matter was completely matured, and the abscess

ready for opening on the seventh day after the existence of a swell-

ing was made out.

As this case presents many interesting features, I am tempted

to give it more in detail :

—

Margaret H., fet. 39, married, and lias liad four cliildren ; was admitted into

Ward XII., Royal Infirmary, on March 6, 1869, on account of hemorrhage after

an abortion which had occurred four weeks previously. The os and cervix were

dilated by sponge-tents, and ergot of rye given internally in drachm doses of the

liquid extract tljrice daily. The bleeding ceased, and she was about to leave the

hospital on March 25, when she was seized with a shivering lit after lying out-

side her bed with the adjacent window open. The pulse and temperature rose

very considerably ; she perspired profusely after the shivering, and became de-

lirious. There was also a good deal of pain above the pubis. The next day, on

vaginal examination, there was fulness and tenderness in the posterior cul-de-sac,

but nothing more. Ordered poultices and opium.

On the 29th the pain was not quite so severe, and was relieved by her drawing

up her knees, and thus removing the tension of the abdominal walls from a

^ Loco citato. He is, of course, speaking of cellulitis, the only variety of pelvic

inflammation he recognises, but the observation is equally valuable with reference

to peritonitis. He might have added that, in many such suspicious cases, it is

absolutely necessary to have recourse to frequent internal examinations.
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slightly tympanitic abdomen. Immediately above the pubis a somewhat hard

and very tender swelling could be felt, but its limits could not be made out on

account of the pain. Vaginal examination proved the existence of a swelling in

the posterior cul-de-sac, pressing the uterus forward against the pubis, and, by

combined internal and external palpation, showed it to be part of the same

swelling that was felt above the pubis. The pulse was 120 per minute, she was

perspiring very much, but the pain was less.

On the 5th of April the swelling seemed softer, and apparently indented

slightly on pressure. An exploring-needle was introduced, and, as pus escaped

through it, a tenotomy-knife was at once employed to make an incision in the

most prominent part of the swelling. The cut was immediately beliind the cer-

vix, was nearly an inch in length, and through it there escaped, very freely, about

a pint and a half of very fcetid matter. On introducing my finger through the

02)ening, Ifelt the jieritoncal recto-vaginal fold below.

On April 7th the pulse was slower and fallen ; there was little pain, but she

had not slept well, and was still perspiring very much. She was ordered citrate

of quinine and lemon-juice.

On the 9th she had decidedly improved, the pulse was 102, there was very

little pain, and slie could keep the legs straight out in bed. There was still

tenderness on pressure on the iliac fossa. The opening, internally, was closing,

but the uterus was fixed and slightly anteflexed, and there was fulness and tender-

ness in the right lateral and posterior culs-de-sac.

On the 16th there was no jjain on pressiu'e in the iliac or supra-pubic regions,

but the cervix uteri, though more movable, cannot be pressed without causing a

sliooting pain through the abdomen. She continued to improve until the 25th,

when she had an attack of an epileptiform character, to which, it appears, she had

been liable. After the attacks she feels very drowsy, and has a vacant, expres-

sionless stare, and does not answer questions put to her correctly. However, after

this attack, she steadily gained gi'ound, and was dismissed on May 1st, declaring

herself quite well, though the uterus was still pretty immovable and anteflexed,

but somewhat laterally to the left. The wound was quite healed up, and there

was no discharge.

I have dwelt, i^erhaps, at too great length, upon this interesting-

variety of pelvic peritoneal inflammation, and we must now hasten

on to the next most important form, the menstrual, under which

variety Bernutz includes 20 out of his 99 cases. Of course, in the

majority of such cases, the inflammation arises from the sudden sup-

pression of the menstrual flux, whether that be caused by cold, by

any mental emotion, or by any injury during that period. In almost

all such cases, which terminate favourably, it will be nearly impos-

sible for us to detect the part primarily aff"ected, although, as we
believe, there must be some starting-point or other for the inflam-

matory action. In the following case I suspected the right ovary to

be the origo mall :—

Mrs. G., from Forfarshire, was suddenly attacked, about the second day after

the commencement of the menstrual period, with most violent pain in the

right iliac region, and when I saw her, a few hours after, she was labouring under
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symptoms referable to pelvic peritoneal inflammation. There was nothing to be

made out of external examination, and on account of the menstraal flow I made
at the time no internal exploration ; but the next day I discovered by palpation

a small and very tender swelling over the right supra-pubic region. This rapidly

increased in size until it reached about half-way to the umbilicus, at the same

time extending outward toward the anterior superior spine of the ilium. Internal

examination (the period ceased the same day) discovered the uterus nearly immo-
bile in the pelvis, its fundus anteflexed and at the same time drawn over to the

right, and the cervix high up and looking towards the left. There was great

tenderness in the right lateral and posterior cul-de-sac, and a feeling of fubiess,

but the left side was quite free. Any pressure on the cervix at once caused a

darting j)ain in the seat of the tumour to be felt through the abdominal walls.

The bladder and rectum unaff"ected. Pain very excruciating, and only relieved

by subcutaneous injection of morphia.^ The tumour increased for a few days, and

the pain was aggi-avated, and so severe as to require almost continual use of mor-

phia. The ordinary constitutional s)Tnptoms of peritonitis were present, and

vomiting set in and persisted for about twenty-four hours, when it seemed to yield

to small doses of dilute hydrocyanic acid. The pulse was small and rapid at this

time, keeping at about 120 beats per minute. About the fifth day, and coinci-

dently with the subsidence of the vomiting, the pain became more endurable, the

pulse sank to about 100, and the tension of the abdominal walls and tympanitis

diminished. The tumour, though stUl very tender to the touch, could then be

felt from without to be distinctly circumscribed, not extending more than three

inches beyond the symphysis pubis. Percussion over it elicited only a tympanitic

sound, except just above the pubis, where it was also most tender to pressure.

From about the fifth or sixth day from the commencement of the attack this lady

did very well, although the pain remained very obstinate, and was always worst

down the front and inner side of the thigh. Still, it was not relieved in any

degree by keeping the thigh flexed. The swelling began slowly to disappear, and

on internal examination, about the 12th day of her illness, the uterus was found

to have regained some of its mobility, though pressure on its cervix, or up against

the fundus, still caused the violent shooting pains already described. The ante-

lateral flexion remained the same.

On the 16th day from the commencement of the attack, I found that the

swelling was scarcely to be felt through the abdominal wall, except by deep

pressure into the pelvis, which still gave the patient very great pain. The uterus

still much the same, except that its mobility was undoubtedly greater. She

complained of pain in micturition. She was able to sleep well, but still requires

the injection of morphia at bedtime to keep her free from pain. She continued

slowly to improve, but still complained of pain in the bladder, and about the

20th of April pus appeared in the bladder in pretty large quantity. Most

obstinate nausea and sickness came on about the end of the month, and resisted

all the various methods of remedies mentioned in the section on treatment ; and

she had ultimately to cease taking any kind of food or liquid by the mouth, being

nourished by nutritive enemata. ^

^ I began with a third of a grain of the bimeconate.

' The treatment in this case consisted in giving her opiates, chiefly subcuta-

neously, and in very large doses—as she was accustomed to take morphia—and

constant poulticing at the commencement of her illness. About the 5th or 6th

day I put her on mercurial suppositories, which I stopped only after the gums
became slightly afi'ected. After the subsidence of the violent pain, I used the
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The reasons why I suspected the right ovary to be the original

cause of the inflammation in this case, are mainly these :— 1st, She

stated that she had had four similar attacks at i^eriodical intervals

of two years, and that on each of these occasions she had the same

violent pain, chiefly in the right side and leg ; and 2dly, Because

on internal examination, after the subsidence of all inflammatory

action, I discovered an enlargement to the right of the uterus

tender to the touch, and in the position of the right ovary.

It may, however, be at once stated that without an autopsy we

never could be positively certain of the real cause of the attack, and

even not always then, as the traces of the original disease may
either have completely disappeared or have become merged in those

of the secondary affection.

Of the gonorrhoeal variety, and of its causation, I can say but

little from personal observation, never having seen it except in one

case, and that a most formidable one, though it did not end fatally
;

but Bernutz concludes, from his observations in the Lourcine

liospital, that it is a very common variety indeed, and that pelvic

peritonitis from this cause in the female is not only the analogue of

orchitis in the male, but that it occurs in about the same proportion

as does that extension of gonorrhoeal inflammation in men. The

traumatic forms of pelvic peritonitis are generally due either to some

imprudence on the part of the patient, or to some want of caution

on that of the physician, although there are cases in which neither

would seem deserving of blame. Thus I remember one case in

which pelvic peritonitis was apparently produced by the passing of a

uterine sound to measure the cavity. The peritonitis in this case

—

a weak exhausted female—spread raj^idly to the abdominal serous

membrane, and proved fatal in a few days. At the autopsy no ap-

parent cause of the development of the peritonitis could be found :

there was no endometritis or inflammation in the Fallopian tubes.

Among other determining causes of the traumatic forms, I may
mention the use of tangle-tents to dilate the cervix, several examples

of pelvic peritonitis arising in this way having lately come under

my notice. Cutting operations on the uterus, the excision of polypi,

the application of solid nitrate of silver to the interior of the cervix,

the wearing of an intra-uterine pessary, have all proved the deter-

mining causes of cases which have been treated by me ; and among

blistering fluid and liniment of iodine over the abdomen. She had no medicine

by the mouth except the hydrocyanic acid, as everything she took in that way
made her vomit.
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others which have been mentioned, and which we can readily con-

ceive may have produced the inflammation, we find recorded

venereal excesses, injections of fluid into the uterine cavity, and

chancres on the cervix.

Diagnosis.

To attempt the difl'erentiation of the afl'ection at present under

consideration from the many diseases with which it is possible the

student or young practitioner might confound it, would simply lead

us to a repetition of the principal signs and symptoms of the disease.

It is only too true, unfortunately, that in the present state of

gynaecological knowledge, we cannot point out for your guidance any

one pathognomonic feature to distinguish it, for example, from the

closely allied afl'ection, pelvic cellulitis. But still it may be said to

be equally true that, to many who are accustomed to treat the

diseases of females, the whole of the features of the case—the tout

ensemble— present to their minds many points of sufiicient distinct-

ness to enable them, in the great majority of cases, to form a correct

diagnosis.

As I cannot, then, point out to you any one feature so salient as

to guide us by its existence to immediately separate this from any

other disease, it would be perhaps as well to abstain from attempt-

ing to do so at all, and, in fact, we may see in an able work,^ only

recently published, how completely such an exjjeriment has broken

down. Dr. Thomas has drawn up a long series of diff'erential points,

of which it may be said, that in some cases his statements would

answer for both complaints, and that in many others they might be

reversed without impropriety.

Let me, however, in a few words, direct your attention to

those points which, in many cases, may lead us to a pretty accurate

opinion as to their real nature.

Diagnosis from Pelvic Cellulitis.

The greater gravity of the symptoms in many cases of pelvic

peritonitis cannot be disputed, and yet it would not be proper to

make this a difl"erential point, as I have seen as severe pain and

other grave symptoms of inflammation in cases of pelvic cellulitis, as

I have in cases in which I had every reason to suppose the serous

^ T. Gaillard Thomas : A Practical Treatise on the Diseases of Women, p.

375. Philadelphia, 1868.
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membrane was alone affected
;
while, on the other hand, I have been

frequently convinced of the existence of sero-adhesive pelvic peri-

tonitis, without the patient presenting any symptoms that would

lead us to suspect inflammation in any part of the peritoneum. No
doubt, as I have already said, the two aff"ections are often present

coincidently, and, in fact, I have little hesitation in saying that I

believe cases of pelvic cellulitis are almost invariably accompanied

by some slight peritonitis. It is on the physical signs, then, that

we must chiefly rely in our attempts at a differentiation of the two

diseases ; and certainly we can confidently say that there are few

more diflicult points in physical diagnosis than this, and the diffi-

culty is in many cases greatly increased by the fact that, unless

under chloroform, the combined internal and external manipulation,

necessary to satisfy us, is usually at first too painful for the jiatient.

In by far the greater majority of cases, then, of pelvic cellulitis,

you will find, on internal examination, that the fulness or swellmg is

at one or other side of the uterus, and that it is only very rarely

that the whole roof of the pelvis seems blocked up by the hard

stony mass so common in cases of pelvic peritonitis.^ External

examination reveals the tumour, in most cases of cellulitis, in one or

other of the iliac fossae, and apparently closely connected to the iliac

bones ; while the tumour, if felt at all through the abdominal walls

in peritonitis, is usually more in the mesial line, or, if situated

laterally, does not, by any means, seem so intimately blended with

the bones. It cannot, however, be said, as one author has recently

maintained, that it is an error to suppose that pelvic cellulitis ever

could produce tumours rising in the mesial line to fill as much space

as the uterus at the fourth month of gestation. I saw, recently, a

case in which abscess in the recto-vaginal cellular tissue ^ had pushed

an enlarged uterus so much upwards and forwards as to give the

appearance of a supra-pubic tumour fully as large as that we have

spoken of, but such a case must be exceptional. An important

point in the diagnosis of pelvic cellulitis, as well as of jielvic peri-

tonitis, is the immobility or fixation of the uterus—an immobility

^ I put little or no value on tlie height of the tumour in the pelvis, as I have

seen cases of intra-peritoneal effusions or abscesses quite as low as any extra-perito-

neal ones.

- The abscess was evacuated through the posterior wall of the vagina, and, as

soon as this was done, the tumour above the pubis disappeared. It was proved to

be cellular by the fact that I felt, through the opening I made, the peritoneal

reduplication behind the uterus, and below, my finger reached, in the cavity of

the abscess, nearly to the anus.

VOL. IIL I
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which, in many cases of peritonitis in which it is fixed all round,

may be said to be absolute, while in cellulitis it rarely or never

happens that the fixation is so complete. As the immobility arises,

to a great extent, from the presence of adhesive bands uniting the

womb to other organs or viscera, and not alone from the presence

of what may be called a tumour in the pelvis, you can easily con-

ceive why this should be the case, as we have already pointed out

what we consider to be the main distinction, as to situation, be-

tween the inflammatory masses in the two affections. In pelvic

cellulitis the uterus is usually pushed to the opposite side of the

pelvis from that occupied by the phlegmon
;
while, in some cases of

peritonitis, the body and fundus of the womb are so completely lost

or enveloped amidst the exudation, that it is only by the use of the

sound—when such a use is justifiable—that we can determine the

real position of the uterus in the pelvis. I have already pointed

out, at p. 102, the more common forms of displacement of the uterus,

which those tumours originate.

There is one point which every gynsecologist can corroborate,

and that is the retraction of the thigh in cases in which the cellular

tissue round the psoas and iliacus muscles is involved, and the

relief of the jiain which the flexion of the thigh produces. I have

frequently noticed, in cases of pelvic peritonitis, that the flexed

position of the thigh either did not relieve the pain, or did so only

when both were raised, by removing the tension of the abdominal

muscles ; of course the anatomical explanation of this fact is very

simple.

One other sign has been alluded to by Thomas as being of im-

portance in assisting our diagnosis, and that is, the greater fre-

quency of suppuration in cases of cellulitis than of peritonitis. I am
not prepared to make any statement either for or against this asser-

tion ; but of this I am certain, that the puerperal form of the two

diseases is much more likely to end in the formation of an abscess

than those cases arising at any other time. It will thus be seen

that our diagnosis cannot be by any means always positive in regard

to those two distinct forms of inflammation within the pelvis ; but

though cases may occur now and again which might puzzle the

most expert practitioner, yet, as I have said, in the majority we
can, by a careful consideration of all the signs and symptoms,

usually arrive at a pretty accurate opinion.
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Diagnosis fhom Pelvic Hematocele.

The difficulty which we experience in differentiating the two

forms of pelvic inflammation we have just been considering is fre-

quently diminished when we li£ive to do with a recent case of intra-

or extra-peritoneal pelvic hemorrhage. In such the diagnosis is

usually easy, and is generally founded on the suddenness of the

invasion of the symptoms, with the marked rapidity of formation

of the tumour as compared with that in the inflammatory affection,

and the feeling of fluctuation so generally found at first in the

hemorrhage. Besides, in the great majority of cases, these extra-

vasations of blood occur during a menstrual period, or during the

continuance of a metrorrhagia, and if the hemorrhage has been

great, we have the anemic state of the patient so induced as an

additional element of certainty in diagnosis.

In chronic cases of pelvic hematocele, on the other hand, when

we have not seen the patient at the commencement of her illness,

the difficulty is greatly enhanced, and we must then usually be

guided by the historJ^ The character of the swelling is generally

of little or no use in distinguishing the aflections, and in fact, if we

think it necessary, it is frequently justifiable in such cases to have

recourse to the exploring-needle.

I do not now intend to trouble you with any further attempts

at differentiating this affection from other diseases or conditions

with which it might possibly be confounded. In my opinion such

attemjits ai'e often unnecessary, especially in lectures like those I am
now delivering, as the other morbid states for which you might

mistake it, either have been, or will be, fully treated of, and the

signs and symptoms of each disease should, if properly understood

by the student, be sufficient to distinguish the special affection from

every other.

Prognosis.

What I have to say under this head may be easily contained in

a very few sentences. The truth is, the prognosis depends upon so

many circumstances, varying so infinitely in each individual case,

that no general rule can be laid down for our guidance ; but still

there are one or two points in regard to it which we ought not to

omit mentioning.

In a severe case of puerperal pelvic peritonitis the prognosis is

assuredly graver than in almost any other form of the complaint,
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the weakened state of the female at the time not permitting her

easily to bear any inflammation in the serous membrane
;

and,

besides, the tendency of the inflammatory action to spread to the

abdominal peritoneum is greater, and, as we have already observed,

the formation of an abscess is more common in this than in any

other form.

I do not tliink that there is any special observation to be made

as to diff'erence in the prognosis in the other forms of this pelvic

inflammation ; but I must call to your minds the important fact

that, until the first menstrual period is passed, your prognosis ought

to be most guarded, as the recurrence of that period is very apt to

set up fresh mischief, and throw the patient into the same state as

in the first attack. These exacerbations of the original evU are

most trying to the patience both of physician and patient ; and

they may even go on indefinitely, and ultimately prove the cause of

death. In others, the condition induced is that of chronic tuber-

culosis, which, of course, when once begun, seldom ends but in one

way.

The adhesions which remain when the inflammation has subsided

are not usually of so much consequence as we might imagine. To

some they seem to give no trouble at all ; while others merely suflfer

from vague uneasiness, a sensation of dragging do'wn, or of weight

in the pelvis, and that not often constantly, but usually only when

fatigued. Occasionally, however, it is otherwise, and the patients

have to endure all the pains and discomforts which an ante- or retro-

flexed uterus may produce. We cannot say that there is any rule

to guide us in reference to the future sterility or productiveness of

those who have such adhesions. The remarks made on that subject

in the last chapter are equally applicable here, but with this addi-

tion, that if they do become pregnant, the patients are much more

likely to miscarry, and to suff"er more in their pregnancies, than

would be the case with those who had only laboured under an un-

complicated cellulitis. The danger from the formation of an intra-

peritoneal abscess is obviously so much greater than from a collection

of matter in the cellular tissue alone, that I need not do more than

draw your attention to it ; but I have only to repeat that we have

no reliable statistics either as to the frequency of the formation of

matter in this aff'ection, or in reference to the proportion of cases

in which such abscesses prove fatal.
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Treatment.

Oil the subject of treatment of cases of pelvic peritonitis I have

but little to add to what I have said in the preceding lecture, and I

must refer you to that lecture on pelvic cellulitis for the more

minute details under this head. True, the one affection is usually

much more severe than the other, and frequently necessitates much

more active interference. Still the iirinciples of treatment are the

same in both.

At first, in the acute stage, it is necessary to be decidedly

antiphlogistic
;
leeching, according to the rules and by the method

laid down at pp. 79 scq., is generally impei'atively required, and

almost invaiiably had recourse to. Of course the amount to be

taken from your patient is regulated by her general strength, and

according to the variety of the disease she is suffering from, puer-

peral patients being seldom able to bear much additional loss of

blood.

But if the local detraction of blood is required more in pelvic

peritonitis than in the simple form of pelvic inflammation, the use of

opiates may be said to be even still more imperatively demanded.

The continued and severe pain, the obstinate vomiting, and the

early exhaustion of the patient in consequence of the retching and

straining, force us to keep her as much as possible under the

influence of narcotics, and the most powerful of those remedies are

usually necessitated. Opium and morphia suppositories, of the

strength of a third of a grain and upwards, repeated at frequent

intervals, and the subcutaneous injection of strong solutions of

morphia, are usually our best forms for the administration of that

powerful narcotic, as the nausea and sickness often prevent us

giving anything but ice by the mouth. Other anodynes may be

used, and sometimes are required, but I must confess to having

little confidence in their pain-destroying properties in such acute

affections as inflammation of the serous membrane in the pelvis. I

need say little more about the treatment of this affection in its acute

stage, except that besides the general local means already indicated,

I have recourse in all cases to constant poulticing or stuping, usually

covering the poultices with some soothing tincture, liniment, or oil.

The French, in cases in which there is much tympanitis, recommend

the application of ice-bags over the abdomen ; but I must declare

my prepossession in favour of the older method of using heat
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and moisture combined in every case of peritoneal inflammation.

Mercury in any shape or form I must emphatically condemn ; nor do I

tliink that, in the first week or ten days of the acute stage, much good

is to be obtained from acting on the bowels by purgatives, though

occasionally you require, by means of some simple enema, to remove

any hard or impacted feecal masses, which, by accumulating in the

sigmoid flexure or rectum, may be pressing injuriously on the tender

swelling in the pelvis, and thus aggravating the suff'erer's pain.

The vomiting is another of those distressing sjrmptoms which

frequently requires our interference, and I must confess very often

baffles all the ingenuity and skill of the medical attendant, and fre-

quently proves so exhausting as to destroy our patient. Small doses

of dilute hydrocyanic acid, bismuth in powder or solution, oxalate of

cerium, charcoal
;

clierry-laurel, or lime water ; small doses of opium,

blisters to the epigastrium, the spinal ice-bag, and the constant use

of ice, may all be tried in rapid succession, and each successive

remedy prove as futile as the one preceding. Sometimes we are

obliged to abstain from giving food or medicine of any kind by the

mouth, and trust to nutritive enemata solely, though in a case of

pelvic peritonitis the necessity which should induce us to do so must

be dire indeed, as one of the main objects of our treatment is to keep

the lower bowel as quiet as possible.

When the active symptoms have subsided, and the complaint has

passed into the chronic stage, the treatment will vary according to

whether we have an abscess formed or not. The general treatment

of a case of the kind, ending in suppuration, has been already fully

enough gone into, and I have now only to make a few remarks as to

the expediency or not of opening such intra-peritoneal abscesses when

formed.

Most gynaecologists seem inclined to believe that it is only in

exceptional cases that we ought to interfere with the knife or trocar,

and advocate an expectant treatment ; but I am rather inclined to

reverse matters, and make those the rare cases in which we ought not

to interfere. Of course I am only speaking of such abscesses as we

can accurately diagnose, not of the many obscure cases in which we

cannot detect the matter, even though convinced of its existence.

It must be rare indeed for an intra-peritoneal abscess to point at

any part of the abdominal walls, and it is usually through tlie pos-

terior wall of the vagina that we have to evacuate them. The mofst

common point for artificial opening is immediately behind the cervix

uteri and into Douglas's space. Some prefer a trocar for the purpose,
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others use a guarded bistoury or tenotomy-knife, and, generally, I

think it is j^referable to use the knife in order to have as free an

escape for the matter as possible. The trocar no doubt avoids, to a

great extent, the danger of hemorrhage which the knife may cause,

but usually, if there is any bleeding of consequence, we can restrain

it by ice, and do not require to plug the vagina for it. Usually,

too, we can feel beforehand any arterial pulsations in the vaginal

wall, and thus avoid them.

I cannot agree with those who recommend that the cavity of the

abscess should be washed out by injections after it is evacuated.

The matter usually escapes very freely, and all we have to do is to

keep open the incision made in the vaginal wall, and for this purpose

we merely require to pass the point of the finger through it once or

twice. I believe that the injection of fluids, whether simple or

medicated, into the cj'st, may readily give rise to a renewed attack

of inflammation, or, by rupturing the fragile wall of the cavity, even

produce a fatal general peritonitis. The abscess usually evacuates

itself completely in a week or so, and the clean cut made by the

knife heals up without giving any further trouble.

In cases of chronic pelvic peritonitis which have not ended in

the formation of matter, but in which the product and effect of the

inflammatory action are long in disappearing, we have to adopt a very

different mode of treatment from that of the acute stage. The patient's

strength and spirits require to be supported by all the means at our

disposal, and a judicious regimenal and dietetic treatment is abso-

lutely necessary
;
but, besides, we must take great care to prevent,

so far as we can, any relapses, either induced by the return of the

monthly period, or by imprudence on the patient's part. A succes-

sion of " flying " blisters, either by the old-fashioned plasters, or by

the use of the more recent solutions of cantharidine, is certainly one

of the most valuable means at our disposal ; and should the can-

tharides give rise to any pain in the bladder, the liniment of iodine

or solid nitrate of silver will prove very efficient vesicants. The

employment of iodide of potassium, or of mercurial inunctions, so

far as I have been able to observe, has not been of any particular

service. And our most useful tonics are generally quinine, the

iodide of iron, and the milder vegetable bitters. When the chronic

form is kept up by tubercular deposit, the treatment is that of

general tuberculosis elsewhere ; V)ut those cases invariablj^ present

the very darkest prospects.

Before quitting the treatment of this interesting affection, I can-
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not help quoting a passage from Bernutz :

—
" I ought to add," he

says, " that I have found conium a most valuable special narcotic to

the genital organs. I give it so as just to produce slight derange-

ment and a kind of hallucination. I have, however, seen many

cases get quite well without there having been any apparent effect

from the administration of the drug ; so that I cannot feel certain

that the beneficial results which seemed to follow its employment

were really due to that."
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LECTURE VII.

PERI-UTERINE OR PELVIC HEMATOCELE OR HEMATOMA.

Hlstory.

It is my intention to-day, Clentlemen, to describe another disease

to which the ceUular tissue of the pelvis, and the serous investment

of its contained organs, is liable, and this affection, though still

less known tlian the pelvic inflammations, because less frequent, is

well worthy of your most careful .study, for this reason, if for no

other, that it is relatively more fatal than pelvic cellulitis or j^eri-

tonitis. In the affection, too, which I am to speak of in the present

lecture, there is an effusion into the tissue filling up the angles

and spaces between the layers of the pelvic fascia, or into the peri-

toneal cavity ; but here the effusion consists, not of serum or other

inflammatory products, but of blood from a ruptured blood-vessel.

This pelvic hematoma or pelvic hematocele is, as I have observed,

far from being as common as pelvic inflammation ; but it is not by

any means such a rare disease as you might be led to suppose from

finding that there is almost no notice taken of its occurrence in the

whole wide range of modern English obstetric literature ; and I feel

assured that if any of you in after years have occasion to see much

of female diseases, you will not have been very long in practice ere

you meet Avith one or more examples of this affection.

Tlie first case of pelvic hematocele where I recognised the real

nature of the disease, occurred, many years ago now, in the jierson

of a patient whom I saw in consultation with my friend Dr. Baird

of Linlithgow. Tlie lady was exposed to cold by sitting on the grass

when she was menstruating ; she had a fit of shivering on going

home, which lasted some time, and was succeeded by sudden and

severe pain in the region of the womb. Some days subseciuently,

on making a vaginal examination, a solid-like tumour was felt

behind the uterus, stretching upwards towards the cavity of the

abdomen. I thought it was a case of acute pelvic cellulitis, and it

was treated as such for a time by antiphlogistics. Between two and

three weeks having elapsed, and the tumour not having become
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diminished in size, I believed tliat it was time to puncture it, imagin-

ing that suppuration must have taken place, though perhaps so

deeply seated as not to give rise to a distinct feeling of fluctuation.

I therefore made an incision into the tumour through the roof of

the vagina, but, instead of pus, there came out masses of old coagu-

lated blood, partial^ broken down and disintegrated. There was,

indeed, a slight admixture of purulent fluid, for inflammation had

occurred secondarily around the infiltrated part ; but the great bulk

of the evacuated matter consisted of the debris of blood-clots ; and

after these had all been evacuated, the cavity speedily closed up,

and the patient made a good recovery.

I did not then properly understand all the phenomena of the

case, and thought it to be simply an aberrant form of pelvic cellu-

litis ; but since I saw that case I have met with a considerable

number of others, and I have now no doubt that it is an altogether

independent form of disease. We had a fatal case of it in the

hospital five years ago ; and as this case is a very instructive one,

perhaps you will allow me to read the history of it, which has been

preserved in the hospital records. I regret that this history is so

imperfect, and especially in relation to the post-mortem appearances,

as taken down by the clinical clerk.

" A. W., aged 42, married. Admitted April 9tli, 1854. Has generally men-

struated two days every month since tlie first commencement of the catamenia in

adolescence. The discharge was never in hirge quantity, and was generally

unattended with pain. Gave birth to a child four and a half years ago, and for four

years she has suifered from prolapsus uteri aaid 2)rofuse Icucorrhoea. During the first

two years she used to keep the uterus reduced by wearing a globular wooden pessary,

but during the last two j'ears she has used nothing at all, the womb usually being

prolapsed most of the day, and she reduces it herself on going to bed. She never

liad real jiain during menstruation until the last period, which was protracted four

or five days longer than usual. The pain then felt was deeply seated in the lower

part of the abdomen, and was so severe as to confine her almost constantly to bed.

On the day after the menstrual discharge ceased she felt cold, and in the evening

sliivered a little ; but no feverish symptoms followed, and it was only the con-

tinuance of the acute pelvic pain that caused her to seek admission. Since the

commencement of the pain the uterus has not appeared in its usual prolapsed

form externally. The patient is pale and spiritless, has a cool moist skin, a

slightly-furred tongue, no great appetite, and no thust. Pulse 80, soft. Com-

plains of pain deep in the pelvis, but states that it is not nearly so severe as it

had been for three days before. No pain in thighs or back.

" On vaginal examination a globular swelling is met with in the posterior

wall of the vagina, not very tender, nor pitting upon pressure. The cervix uteri

is very small, and lies immediately behind the symphysis pubis. The os is

small, and the lips are vei-y small and ojdematous. The uteris feels fixed by this

tumour, which extends from the posterior part of it down to within an inch and

a half of the vaginal orifice. The finger can be easily pushed upwards on each
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side of it in the direction of the broad ligaments, so that by this means it can be

readily ascertained that this swelling has no lateral attachments to the sides of

the pelvis, but is merely situated between the rectum and the vagina. This latter

point is confirmed by reoto-vag-inal examination made by the fore and middle

fingers of the right hand, for by this means the lower segment of the tumour is

embraced between the two fingers. There is no fulness in either iliac region.

Urine of sp. gr. 1012, alkaline ; contains triple iihospliates, and much albumen.

To have five-grain doses of bromide of potassium thrice a-day.

"Ajirill'i.—To .stop bromide. R Infus. gentiana; 5vij., tinct. gentian, ^j.,

corrosiv. sublim. gr. 4- M. Sumat ^j. ter in dies.

" 15th.—Gums are red, tender, and a little spongy ; breath fetid
;
slight saliva-

tion. Omit medicine. To have a gallic acid gargle.

"21st.—The (Edematous .state of the vaginal tumour has now gone, but the

tumour has not decreased in size. Dr. Simpson introduced an exploring-needle

into the tumour, and on wdthdrawing the canula found it filled with a bloody-

looking matter with minute clots of blood. On microscopical examination this

lluid was found to consist of a dark-brown fluid containing a very few blood-discs

in various stages of disintegration, and also about an equal number of hyaline

or pyoid bodies, but no pus-globules. To have five-grain doses of bromide of

l)otassinm.

"26th.—Yesternight she had a slight attack of tympanitis without tender-

ness, and of vomiting. Hot turpentine fomentations, a turpentine enema, and
an opiate by the mouth, relieved these symptoms, and the patient slept well.

To-day the sickness and vomiting have returned with great severity, so that the

little fluid aliment which the patient occasionally takes is almost immediately

vomited. Tongue covered in the centre with a brown firr
;
margins clean and

moderately moist. Skin warm and moist. There is no abdominal tenderness,

and i^atient feels only a dull uneasiness in tlie region of the pelvis. Vagina is

hot ; no increase in size of tumour, but it is softer than before, and yields an in-

distinct feeling of fluctuation. Pulse 90. Twelve leeches to be applied over the

abdomen ; and a grain of opium to be taken every five houi's.

" 27th.—Vomiting almost incessantly. Had about three hours' sleep during

tlie niglit. To have ice and brandy, with hydrocyanic acid mixture, and a blister

to the abdomen. Vrspere.—Unabated retching and vomiting ; vomited matter

contains a good deal of bile
;
pulse 96. Vagina is tender, and so hot that it is

jjainful to retain the finger a few seconds. Fluctuation much more distinct in

tumour. Ajjply eight leeches round the anus, and continue the treatment pur-

sued in the morning.

"28th.—Eetching less, but still severe. Skui keeps cool and moist; pulse

90
;
tongue not much furred. There were drawn ott' from the vaginal tumour, by

means of a trocar and canula, five and a half oimces of a dark-brown fluid, con-

taining a very few minute clots of blood, and patches of lymjih or pus. Its odour

was very fetid. On microscopical examination it is found to contain pus-globules

in large quantity, puckered and irregular blood-globules, granular matter, and

small masses of aggregated particles, sometimes of a semi-crystalline form and of

a deep red colour (H<ematin?) Stop all medicine, and use ice and brandy.

"29th.—More fluid being still in the tumour, an incision about an inch in

length was made into it at its lower part, on the right side of the vagina, and

about two inches from its orifice. Four and a half ounces .similar to that drawn

otf yesterday came away at tlie time, and aljout twn ounces more escaped during

the day mixed witli a few clots.

"30th.— Pulse 86. A good deal of fetid fluid comes away liom the vagina.
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Still vomiting and retching every hour or so. Neither medicine nor food remain

on the stomach above a few minutes.

"May 1.—Expression of face very much altered and ijinclied. Tongue dry

and brown ; vomited matters quite bilious ; bowels oiJened to-day. To have in-

jections of nutritive soups. Pulse 80.

" 2d.—Face more sunk and pinched than yesterday. Pulse 70. Vomiting and

retching more urgent. Vaginal discharge diminished. Still using vaginal injec-

tions of tepid water, rectal injections of soups. Takes brandy by the mouth, but

generally vomits it.

"3d.—Pulse 40. Retching and vomiting stUl. Vaginal injections of te-pkl

water came away almost colourless.

" 4th.— Gradually sank, and died at 4 a.m.
"^ Autoimj, made thirty hmirs after clcath.—Great rigor mortis. The thoracic

organs quite natural. The inferior extremity of the gi-eat omentum was found to

be adherent to the upper and back part of the utenis. On passing the hand down

Fig. 21.

into the pelvis, both the csecum and rectum were found adherent to the viscera.

Tlie whole of the pelvic contents were removed together, when it was found that

there was a soft tumour just in front of the right broad ligament. On making an

incision into this, some dirty purulent matter escaped ; but the rest of the cavity

was filled with large, undecolorised, pretty firm clots of blood, and the opening

at the bottom of the cavity, made during life, communicated with the upper part

of the vagina. The liver was divided into a number of additional lobes by the

presence of several deep fissures, and the kidneys were in a state of waxy

degeneration."

Fig. 21 shows the situation of the hematocele (d) between the uterus (h) and

the rectum (c). a. The bladder, e. The peritoneum.
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It so happened that during the same week in which the death

of this hospital joatient took place, I had a jiatient in private

practice who died of the same disease. She was sent from a great

distance to Edinburgh, in consequence of a pelvic tumour having

suddenly appeared. Fatal inflammation was set up by the journey.

On dissection, I found the reflection of the peritoneum between the

uterus and rectum raised up, as shown in this diagram (see Fig. 21),

and a large mass of broken coagula of blood formed the tumour,

having been extravasated behind the peritoneum, forming the

posterior covering of the broad ligament, and, as it accumulated,

having separated and pushed before it that portion of peritoneum

and the utero-rectal fold of this membrane. In the present state of

uterine pathology, we can recognise the malady with tolerable

certainty, and we all see cases of it ever and anon occurring. Nay

more, now that we have a clear conception of the nature of the

disease, when we begin to consult the older authors, we find that

some of them had tolerably distinct ideas as to its nature, and a

positive knowledge of its occurrence. Ruysch more particularly

has described some cases of it ; and in the obstetrical books that

are usually classed with the Hippocratic writings, there are distinct

indications that the author had some acquaintance with this aff'ec-

tion even at that early period.

NOMENCLATTIRE OF THE DISEASE.

The disease has received different names from the authors who
have written anything regarding it. There are many notices of it

in French literature, and by French authors it is generally spoken of

as Retro-uterine Hematocele. Others call it Peri-metrine and

Peri-uterine Hemotecele, from the fact that it is not confined in

position to the cellular tissue lying beliind the uterus, although that

is its chosen seat. It is spoken of, again, as Pelvic Thrombus by

others, because the swelling is of the same nature as the surgical

thrombus sometimes seen in the labia pudendi, as a result of injury

to some of the vessels there. Here we have been in the habit of

speaking of it as Pelvic Hematocele or Hematoma, because that name
expresses what the disease in reality is—viz. a blood-tumour or effu-

sion in the cellular tissue of the pelvis or within the cavity of the

peritoneum ; and that you may be able to understand its nature,

and to recognise the disease when it comes before you in practice,

let me proceed to tell you something of the manner in which it
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. seems to be produced, or to tell you, in other words, what is known
regarding

THE PATHOLOGICAL ANATOMY AND PATHOLOGY OF THE DISEASE.

It occurs, let me first of all remark, sometimes in puerperal

women, but more frequently we meet with it in non-puerperal

females, and altogether unconnected with the parturient process.

It is seen in patients of all ages ; but is more frequent about the

age of thirty, according to my experience, than at any other period

of life. The disease seems to be usually produced by the rupture

of one of the veins or arteries that supply the ovary, and pass

to it between the layers of the broad ligament. The blood

escaping from the ruptured and sometimes varicose vessel, in-

filtrates into the cellular tissue of the bla^Sigament, and those

neighbouring parts of the pelvic cellular tissue which commu-

nicate freely with it, forming there a swelling or tumour composed

of this effused and incarcerated blood, as in a thrombus or

blood-swelling of the subcutaneous cellular tissue from injury,

or as in the so-called sanguineous apoplexy of the brain, lungs, and

other organs. As the blood extravasated from the broken utero-

ovarian vessel accumulates in the surrounding cellular tissue, it

separates the serous layers of the broad ligament from each other,

or raises and pushes before it, more particularly, one of these

layers, to form, as it were, a covering to the blood-tumour. More

especially is the posterior peritoneal layer often apparently

separated and displaced in this way, as well as the fold of peri-

toneum stretching between the uterus and rectum. It is this

aff"ection which constitutes the true pelvic or retro-uterine hema-

toma. But, occasionally, there is a form of pelvic hematocele

of a different origin, and with the effused blood in a different site.

For according to the evidence of various French pathologists

—

as Nelaton, Laugier, Bernutz, and others— a retro-uterine hema-

tocele may be formed by blood accumulating within the pelvic

portion of the peritoneum, the blood collected in this locality

having escaped from a ruptured ovarian vesicle during men-

struation, from the fimbriated extremity or course of the Fallopian

tube, or even from the cavity of the uterus—the blood regurgi-

tating along the Fallopian tube into the peritoneal cavity. Cer-

tainly, sometimes, even when the site of the hemorrhage is a

ruptured vessel of the ovarian or uterine plexus enclosed within
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the broad ligament, the effused blood has burst through the

opposing layer of peritoneum, and escaped directly into one of

the peritoneal pouches behind or in front of the uterus, where its

presence .has acted as an irritant to the peritoneum, and led to

its being encysted and enclosed in a separate cyst or cavity,

produced by the adhesion of opposed inflamed surfaces. These

ruptures of the blood-vessels of the utero-ovarian plexus, and

consequent extravasations of blood, most frequently occur during

a menstrual period, when a certain degree of excitement and

physiological congestion is set up in the ovary, for then the vessels

being more distended with blood will be more likely to give way

in their coats under the action of any unusual impetus. The

blood which escapes from the injured vessel or vessels passes in

between the layers of the broad ligament and separates them fr(.)m

each other, forming a tumour in many respects resembling the in-

flammatory tumour produced by the eff"usion of serum into the

same locality, but only forming more rapidly and suddenly, without

any premonitory symptoms. Or one of the terminal branches of

these ovarian vessels may give way, and the l)lood be thrown into

the substance of the ovary itself. Tliis rarely happens in the

healthy ovary, but it has now been not unfrequently seen in cases

where the organ has been altered and rendered friable as a result

of disease ; and then the extravasated blood, after breaking up the

softened structures of the ovary, may make its way eventually into

the cavity of the peritoneum. It would seem, I have said, in some

cases as if the rupture occurred in a superficial vessel, and the

extravasation took place directly into the peritoneal cavity. A
very melancholy and distressing instance of this kind of injury

occurred, many years ago, in a i^atient of Dr. Malcolm of Perth.

This patient, when otherwise apparently in perfect health, was

suddenly seized one forenoon with pain in the abdomen and faint-

ness, which went on increasing during the day in spite of the most

skilful treatment. That same night the lady died, and at the post-

mortem examination the abdominal cavity was found filled with

coagulated blood which had escaped from a ruptured blood-vessel

lying in the broad ligament of the uteins. Most frequently, as

I have stated, extravasations of blood into the cellular tissue of the

pelvis result from rupture of one of the ovarian vessels as it courses

along the broad ligament, and they usually occur in connection

with menstruation. But it is proper to add that pelvic hematoceles

may have otlier sources and seats, for other vessels besides the
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ovarian vessels are liable to rupture. Thus I saw some time ago,

along with Dr. Young, a patient in whom one of the upper hemor-

rhoidal vessels had given way, and led to the formation of a

hematocele of large size in front of the rectum, where it could be

distinctly felt between that canal and the cavity of the vagina.

Tumours of this nature are not unfrequently met with also in the walls

or at the sides of the vagina, but rarely of any great size. Indeed,

there is almost no limit to the variety of situations in which a

pelvic thrombus or hematocele may be found, for the veins may
give way in one part of the pelvis, and the blood which escapes may
fill sometimes one fascial loculament only of the pelvis, and at other

times several at once.

You will find that various accounts have been given as to the

size of the swelling, and various statements made as to the extent

to which hemorrhage may take place into the loculi of the pelvic

fascia. Of course all this varies greatly in different cases and
* different patients. I have seen two or three instances where a

pelvic hematocele was as large in size as a gravid uterus in the fourth

or fifth month of pregnancy. In practice you will usually find

them much smaller, and in most cases you will ascertain their

presence by a vaginal rather than an abdominal examination. The

most frequent form is where the extravasation occurs between the

layers of the broad ligament, where it is confined and limited in

size, and rounded and elongated in form ; or it may extend from

this, separating the layers and passing down among the cellular

tissue behind the cervix uteri, or between the rectum and vagina.

In this case the tumour, like that formed by the serous effusion of

pelvic cellulitis, may be at first small in size and rounded in form,

but rapidly, as the extravasation spreads, the tumour becomes en-

larged in size, elongated or irregular in shape, and fitting itself to

the contour of the cavities into which the blood is thrown.

SYMPTOMS OF THE DISEASE.

You will rarely be called to see a case of pelvic hematocele

until the extravasation of blood has fairly taken place, and the

cellular tissue in some of the loculaments of the pelvic fascia has

become infiltrated and distended ; and then on examining your

patient you will find a tumour present, which, in all its physical

characteristics, and in all the functional disturbances that it pro-

duces, resembles very closely the swelling produced by the effusion
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of serum in the early stages of an attack of inflammation. But

there are some marked points of difference. In a patient affected

with peh'ic inflammation you would find a high degree of fever,

with the pulse rapid and strong, and the skin alternately burning

hot and suffused with perspiration. Where the pelvic tumour is

formed by effused blood, on the other hand, none of these signs are

to be seen, and the general absence of all constitutional irritation and

excitement is one of the most striking phenomena of the disease.

The patient, if showing any constitutional symptoms at all, is usually

depressed instead, and in a state of weakness and prostration. Then,

if you examine the tumour itself a little more closely, you will find

there are some distinctive marks there also. An inflammatory

tumour is tender to the touch, and jiressure with the finger elicits

signs of suffering. The first formation of a blood-tumour seems to

be often attended with pain, sometimes with great pain ; but once

it is fully formed, pressure on it with the exploring finger does not

cause much uneasiness to the patient. An inflammatory tumour in

its earlier stages is very liard and unyielding, and in its later stages,

after sujjpuration has taken j^lace, it can be felt to be fluctuating.

A blood-tumour is comparatively soft and elastic, but the feeling of

fluctuation is never very distinct in the mass of the swelling. There

is usually, however, one spot where it is especially soft and yielding
;

and in the most common form of pelvic hematoma (that, namely,

which depends on an extravasation of blood into the broad liga-

ment and l)ehind the uterus), this point is always to be felt some-

what behind and below the cervix uteri, where the finger sinks, as

it were, into a kind of hollow. I suppose there is some natural

opening or deficiency in the pelvic fascia at this point. In tine

pelvic hematoma, formed by an accumulation of coagulated

blood between the layers of the broad ligament and in the neigh-

bouring pelvic cellular tissue, the uterus itself is pushed strongly

forward, and occasionally to one side ; and sometimes the os

or cervix uteri is raised or elevated by the pressure of the blood-

tumour. This displacement of the uterus is ascertained on your

first examination, or, if the effusion at least is a day old, in cases of

pelvic hematocele. It is often found also in pelvic cellulitis, but

tlien much later in the disease
;

or, in other words, not until the

inflammatory effusion is at its height ; and then generally in pelvic

cellulitis the jjelvic swelling, as ascertained by repeated vaginal

examination, varies in form from tim(! to time, and is mucli more

general around and on all sides of the cervix uteri than in pelvic

VOL. III. K
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hematoma. Besides, rarely if ever does the pelvic tumour feel fixed

to or springing from the pelvic bones within, as is so frequently the

case in pelvic cellulitis. Then, again, if you can trace back a case

of hematocele to its commencement, you will find the patient gives

you a difiFerent history from what she would have done had the

tumour in the pelvis been of inflammatory origin. Pelvic inflamma-

tion usually comes on with a high degree of fever, preceded by rigors,

and is not necessarily associated with menstruation ; while pelvic

hematoma is almost invariably produced at a catamenial period,

often occurs in cases where the menstruation is in some way

irregular, and although the patient has sometimes a sort of

shivering-fit at first, while the extravasation is taking place, she

has no fever, but, on the other hand, rather a tendency to fainting:

If we could by any chance watch the formation of the tumour, and

find it forming rapidly in the space of half-an-hour or so, there

would, of course, be then no doubt as to its nature, for its mere

sudden formation would serve as a diagnostic mark ; but this is an

observation which it will hardly ever be in your power to make,

although we may sometimes have occasion to know that the tumour

has only had a comparatively short time to grow. There may be

pain in both forms of tumour at their commencement ; but in the

case of hematocele, though the pain may be at first even more

intense than that usually seen at first in cases of pelvic cellulitis,

yet, instead of becoming more and more severe, as is the case with

the pain attendant on a progressive inflammatory efi'usion, it usually

becomes less and less acute as the infiltrated parts become

accustomed and accommodated to the morbid pressure of the

extravasated blood, so that at last an almost painless swelling

alone remains, which you must guard yourself against mistaking for

some form of malignant tumour, or some kind of chronic disease.

At the close of last autumn, a very delicate patient under my care

was one day seized with a sudden faintness and a feeling of great

oppression in the region of the heart, the action of which became

irregular. She complained at the same time of unusual pain and

distension in the uterine region. It was the first day of a cata-

menial period, and as I happened to know beforehand in what

condition the womb was, I traced distinctly the first formation of a

pelvic hematocele. Fortunately the extravasation did not go on to

any great extent, and with perfect rest and the use of the remedies

of which I am to speak anon, the extravasated blood gradually

became absorbed, but not till after the lapse of many weeks.
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The case was interesting furtlier in this respect, that the Lady

has a great dread of cancer of the womb, and is strongly appre-

hensive that she will ho attacked with that dreadful disease,

and not without reason—for her mother had been the subject of

carcinoma. Now, had I not known previously that the womb in

that instance was perfectly healthy, or at least that there was no

trace of any carcinomatous afl'ection aljout it, and had I first made

an examination after the extravasation of blood had taken place, and

a firm elastic tumour had been develojied around, or rather behind,

the neck of the uterus, I might very easily have been led to have

adopted the patient's own gloomy apprehensions, and to have

come to the conclusion that she was the subject of encephaloid

'disease. To sum up, then, I may say briefly, that the symptoms of

pelvic hematocele are the same as those of ^lelvic cellulitis, with

these two characteristic distinctions, that in the case of a jiatient

affected with hematocele— 1st, There is an almost total absence of

all constitutional fever and 2d, the local swelling is found large

from the first, and not by any means so tender as in pelvic

phlegmon. If, after making a critical investigation into the

patient's present symptoms and her past history, and if, after

making a careful local examination of the tumour, you still remain

in doubt as to the nature of the effusion, you must, if you deem it

absolutely necessary, proceed to resolve that doubt by pushing an

exploring-needle into the mass, when the escape of the characteristic

fluid of either form of tumour will at once reveal the real nature of

the case. Always, however, bear in remembrance, further, that

you may have both diseases present, and that large pelvic hemato-

celes often excite infiammation, and thus become combined with

pelvic cellulitis and suppuration. Now that you have been made

aware of the existence of this disease, and now that you know some-

thing of its pathology and symptomatology, I trust that when a case

presents itself to you in practice you will have no great difficulty

about its diagnosis. Before telling you how it is to be treated, let

me say a word or two as to

THE PROGNOSIS OF THE DISEASE.

Many patients recover from this disease spontaneously. This

fortunate result especially happens in those cases where the quantity

of blood extravasated is small ; for then it is capable of being

absorbed, just as we see blood absorbed after it has been extrava-
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sated under the sldn as a result of injurj^ But where the amount

of hemorrhage has been greater, we cannot always be sure of such a

fortunate issue. In such H CtlS6 cl variety of changes must first occur

in the mass of blood before it can be absorbed or be eliminated ; and

frequently inflammation supervenes, and then you may have the size of

the tumour increased from the presence of the effused serum. After a

time suppuration sets in, and the fluid makes a way for itself to some

mucous surface. It may open in this way into the rectum or vagina

;

but sometimes rupture has occurred into the peritoneum, and lighted

up a fatal inflammation there. I have already told you that I saw

two patients die in one week from this disease ; and there was this

peculiarity observed in regard to one of these patients, that the pulse

became, during the last two days of life, lower and lower as the

patient sank and died. This peculiar change in the pulse is the

very reverse of what we see in cases of death from pelvic cellulitis.

TREATMENT OF THE DISEASE.

The indications for the treatment of pelvic hematoma may

be reduced to four.

1 . The Employment of Hemostatic Measures.—If you happened to

be called to a case sufiiciently early, whUe the extravasation was still

going on, and the tumour still in process of formation—a contin-

gency not very likely to occur often—the indication should be to

try, if there were any time for it, to check the extravasation of

blood by the prompt administration of some general hemostatic

remedies, or of some of those medicines which, Avhen taken inter-

nally, have the effect of moderating the flow of blood from injured

blood-vessels. And at the same time you would do well to apply

ice, or cold in some form, locally, with a view of acting more

directly on the vessels, and leading to their contraction and closure.

But usually there is little time for the adoption of such treatment.

In most instances, indeed, there is none ; for in the vast majority

of cases you are not called to see the patient until some time after

the rupture has occurred, and until the blood-tumour has been

fully formed, and the blood has ceased to flow. Some other indica-

tions, therefore, demand your attention, and you will accordingly be

obliged usually to have recourse at once to

2. The Use of Antiphlorjistics.—There is, perhaps, no point of

more importance to be attended to in connection with the treat-

ment of pelvic hematocele, than the necessity of putting the
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patient at once on antiphlogistic diet and regimen, in order to

prevent, as far as possible, all chance of inflammation being

lighted up in the tissues which are subjected to irritation by the

presence of the elfused blood. For the supervention of acute and

sujipurative inflammation in such a case is a most calamitous

complication. I have already told you that hematocele is in

itself sometimes dangerous,— it is almost always tedious; and

you may remember that in a former lecture I pointed out that

cases of simple pelvic cellulitis were not always free from danger,

and were often of long duration. But when the two diseases

coexist in the same individual, you can perceive that the

immediate risks and dangers of the patient are multiplied ; and as

there has been both a traumatic extravasation of blood, and an

inflammatory efl'usion of serum or pus, the time necessary for

absorption becomes greatly prolonged, and the period of con-

valescence indefinitely postponed. Besides, inflammation set up

around any large and decomposing mass of blood is always

dangerous and perilous, especially as here, in the vicinity of a

large serous sac such as the peritoneum. Hence the paramount

importance of keeping the patient on a low and antiphlogistic

diet, and of making her avoid every form of stimulant. Hence,

too, the absolute necessity of keeping her at perfect rest. You

may think this a simple matter, and easy to be attended to, but

in practice you will find it extremely difficult to enforce complete

quiet on your patient. She has often no pain and no fever, and

after the uneasiness and prostration immediately consequent on

the extravasation of blood into the cellular tissue have passed off",

it is sometimes very difficult to persuade her to keep her bed for

ten or twelve days subsequently. One of the fatal cases to which

I have already more than once referred, occurred in a patient who

travelled from Ross-shire to Edinburgh after she had recovered from

the immediate eff"ects of the extravasation. The excitement and

irritation caused by the journey led to the occurrence of an inflam-

mation around the seat of the extravasation, which speedily proved

fatal. You must, therefore, try also to keep the l^owels quiet for a

time. Insist on the patient keeping free from all bodily and mental

excitement, and maintaining the horizontal posture until the tumour

begins to diminish. If it have been of such size as to project above

the brim of the pelvis, you will be able to trace and mark out easily

the daily diminution of it by external examination ; if not, then by

feeling it with the finger through the vagina, you mil succeed in
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making the observation. The first and most important indication,

therefore, which you are called upon in most cases of pelvic

hematocele to fulfil, is to avert as far as possible all chances of any

attack of inflammation in the surrounding tissues, or to subdue any

inflammation that may chance to have arisen, by the prompt employ-

ment of proper antiphlogistic measures. With these means you may
perhaps conjoin

3. The Adinmlstration of Discutient Remedies.—Most practitioners

deem it necessary to prescribe some discutient medicines, which

ought, at least in the opinion of the pharmacologists, to have the

effect of promoting the dissolution and absorption of the extravasated

mass of solidified blood ; and if you really can prescribe remedies

which are possessed of such an action, it would, of course, be advis-

able and right to administer them. But I know of no drugs that

are very serviceable in this way, and it has yet to be shown that

any one has the power of favouring the resorption of extravasated

blood. All that j^ou can usually do is to regulate the diet, by

restricting the patient from the use of all stimulants and all indigest-

ible matters, and by curtailing her usual amount of fluids. You

may even give some alkaline diuretics, with the view at once of

diminishing the quantity of the fluids already in the system, and of

insuring the immediate secretion of the effete matters that are

absorbed from the seat of the disease. If you do, however, think it

necessary to have recourse to the use of discutient or deobstruent

remedies, let me advise you to have them applied locally through

the vagina, in the form of medicated pessaries, in preference to

admmistering them internally through the stomach. I have some-

times used pessaries in this way, containing mercury, iodide of lead,

etc., but not, so far as I could perceive, with any marked effect.

All yon have to do usually is to make a judicious use of antiphlogistic

remedies, to enforce a strictly antiphlogistic regimen with rest ; and

to take every precaution to prevent the patient from injuring herself

or aggravating the disease. Under this regimenal treatment, the

blood, in most cases, will in time become absorbed, and the swelling

will gradually disappear. Such, I say, is the most common course

of the disease ; but in some cases its course is changed, and a

corresponding change of treatment is required at the hands of the

practitioner. Sometimes inflarmnation sets in, in despite of your

most skilful and careful treatment ; or it may have begun before the

case came into your hands ; or the patient may have an aggravation

of all her sufferings from a renewed extravasation of blood. Now
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where a pelvic hematocele begins to enlarge, and to become painful,

I believe you give your patient the best chance of recovery bj^ having

recourse to

4. The Opening of the Tamour.—When a hematocele is running

its course gradually and quietly, causing no great amount of j^ain,

and giving rise to no particular degree of distress, your patient's best

chance of recovery lies in her keeping at perfect rest, and in your

totally and resolutely withholding your hand from all kinds of

surgical interference. But if betimes the tumour begins to swell up

and enlarge in consequence of inflammation being lighted up in the

involved and surrounding tissues, you will find that the extravasated

matters try to gain an exit %)r themselves through some mucous or

other surface, as the rectum, vagina, or into the peritoneum, and

you must take the hint from nature and make an artificial opening

into the fluid collection at the point most favourable for its free and

full evacuation. As in the case of purulent collections commencing

in the broad ligament, so in the case of hematocele when the

hematocele becomes inflamed and softened, the most dependent

point is usually to be found immediately behind the os uteri in the

posterior cul-de-sac of the roof of the vagina ; and a good, free in-

cision made into the mass at this spot you will generally find to be

followed by the best results. I have now I'epeatedly had recourse

to that measure, and with the greatest benefit. In making the eva-

cuation, do not try to draw off' the fluid with a trocar and canula,

as I improperly did in the hospital case the account of which I read

to you, because there are always masses of blood-clots mixed up

with it which are too large to escape through the canula, but which

it is of the utmost importance to have removed. They act the part

of a foreign body in the cavity, like the necrotic tissues to which I

directed your attention when speaking of fetid abscesses ; and so

long as they remain there, you can entertain no reasonable hope of

a cure. To open the hematocele eff'ectually, you must make an

incision mto it with a tenotomy-knife, and then freely dilate the

opening still farther with the finger. By enlarging the orifice in

this way, you run less risk of causing a dangerous degree of hemor-

rhage than when you at once make with the knife an incision of

sufficient size to admit of the escape of the solid masses. For it is

not enough in a case of this kind to make an opening into the cyst.

You must introduce the finger through it and break down the septa

and blood-coagula, so as to ensure their conqilete removal ; and it is

only when all the contents of the cavity have been in this way well
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cleared out that you insure the best chance of its contraction and

closure. This ojaeration may even be performed with safety and

success in cases that look most unpromising; in cases, for example,

where the patient has become pale, and of an exsanguine appear-

ance, in consequence of the extravasation of a great quantity of

blood into the cellular tissue of the jjelvis. Two or three years ago

I saw a patient along with Dr. Cruikshank, when she was at the

time the subject of an enormous pelvic hematocele. She was then

extremely pallid and weak ; and the hematocele had become tender

and inflamed, and was threatening to enlarge and burst. I made a

free opening into it, and cleared out the contents of the cavity,

which gradually contracted and healejl up. She left Edinburgh

before she had altogether regained her strength, and when she came

to call on me lately, I did not at first recognise her, so very different

did she look from the exhausted' chlorotic-like patient whom I had

previously seen. I repeat, then, What you have to do in most cases

of hematocele, is simply to watch carefully the progress of the case,

and protect the patient from every form of injury ; to keep down

as far as possible all chances and tendencies to inflammation in the

part ; and if symptoms of inflammation and inflammatory effusion

and swelling do come at last to manifest themselves, to make a free

and early incision into the cavity, so as to evacuate the whole of its

contents. The artificial evacuation of the collected blood may per-

haps also be occasionally judged advisable in some cases, where no

inflammation has supervened, but where the tumour continues large

and presses injuriously and painfully upon the surrounding parts

and organs. But such instances are rare.

HEMATOMA OR THROMBUS OF THE VULVA.

But hematomata are not conflned to the portions of cellular

tissue lying between the layers and prolongations of the upper

division of the pelvic fascia. They sometimes occur lower down

in some part of the wall of the vagina, most frequently towards

the outlet of the canal. Here they may occur as a result of

direct injury ; oftener still they are produced during labour. The

veins at this point are large and numerous, and during the course

of pregnancy they become somewhat dilated from the pressure of

the enlarging uterus on the veins above ; so that when labour

supervenes, and they become themselves subjected to the direct

pressure of the foetal head from above, one of them sometimes
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bursts, and gives rise to a swelling in the maternal passages, which

may impede and seriously complicate the ])rogress of the labour.

Blood-tumours forming in this way in the labia pudendi, or in tlie

walls at the lower end of the vagina during the parturient procc'ss,

do not necessarily call for any immediate treatment. If of no

great size they may be left to themselves, and after a time they

usually become absorbed ; but sometimes inflammation supervenes

in them, and then you will rerpiire to open them. Where, on the

other hand, the size of the swelling is such as to interfere with

labour by forming an obstacle to the passage of the foetal head, the

case becomes more critical, and the treatment, if the mechanical

obstruction ever prevents the exit of the head, may require to be

more heroic. In sucli a complication you may require to make an

incision to allow the fluid to escape, and the swelling being thus

reduced in size, the birth of the cliild is facilitated. But whei'e it

becomes necessary for you in this way to open the tumour, I would

beg to impress upon your minds the propriety of postponing the

operation if possible till such time as the eff"used blood has become

coagulated, and till the blood has ceased to flow from the injured

vessel. If you can't wait so long— if the extravasation is still

taking place, but prolongation of the labour threatens to be

injurious to the life of the mother or the child, what are you to

do ? Then you must still evacuate the thrombus
;
but, in addition,

you must be prepared to apply pressure to the bleeding surface,

remembering that the blood is escaping from a ruptured vein, and

that venous hemorrhage is always most effectually arrested by

means of direct pressure.

VARIXOF THE PUDENDAL VEINS.

As I am speaking of these veins of the pudenda and lower

part of the vagina, let me make one or two further observations

regarding another morbid condition to which they are sometimes

liable. Like the veins of the inferior extremity, when the flow

of blood in them is impeded during a lengthened period, they

may become enlarged and varicose, and then they assume the

prominent and tortuous appearance seen in this drawing (see Fig.

22). This state of the veins is sometimes produced gradually during

the course of pregnancy, so that during labour they became turgid

and prominent, leading to the idea that it will be necessary to have

recourse to some extreme measure to obviate the chances of their
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being ruptured. But in trutli they rarely, if ever, require to be

interfered with during labour. I have repeatedly seen and been

consulted about pregnant and parturient women in whom this con-

dition of the veins was present, but I never saw a case where, by

their own bulk, they caused any such impediment or annoyance as

required any special treatment during labour.

Fig. 22.

But like varicose veins in other parts of the body, these vari-

cose veins of the vulva are apt to become inflamed, and their walls

may, in consequence, become indurated and inelastic, for then the

diseased and stiffened vein bleeds as profusely as an artery. Should

they, when in such a condition, be subjected to any kind of injury, a

dangerous and even fatal hemorrhage may readily result. In the

Scotch law-courts during the last five-and-twenty years, a consider-

able number of trials have taken place in consequence of women
bleeding to death after sustaining some injury of the jaudenda. In

Fig. 22. Sketch, of varicose veins of the nymphse.—(Brasse.)
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must of these cases all that was alleged as to the cause of death

^\ as that the woman had received a kick on the part at a time Avhen

she was pregnant, and that a slight laceration had been produced,

from which the fatal hemorrhage took place. In such cases the

veins are sometimes in the condition I speak of ; and we have

found experimentally that a blow on the part is sufficient to cut

through these vessels by bringing them suddenly and forcibly in

contact Avith the ramus of the ischium and pubis. In these cases

death was so far accidental and unintentional. But in others a

knife has been used, and an incision made into the veins, in order

to mislead to the belief that the patient had died of puerperal

hemorrhage. Sometimes the injury has been purely accidental,

from the patient falling and hurting herself, on some broken

crockery for example. In other instances, again, the hemorrhage

has occurred spontaneously. A case of this kind happened at

Dundee some years ago, where a patient died of hemorrhage

occurring from a ruptured vein of the pudenda, and where she had

been subjected to no kind of injury whatever. She Avas passing

water when the blood began to flow, and she at once called the

attention of those near her to the circumstance. Medical aid was

immediately sent for, but before the doctor arrived the patient had

bled to death. When the late Dr. Martin Barry was acting as

house-surgeon in the Lying-in Hospital here, a case occurred where

rupture of the pudendal veins was produced during the act of

coition, and nearly ended fatally ; and in one of the English

journals a few years ago there was an account of a trial at Bristol,

where a butcher was accused of killing a married woman, who died

from rupture of these veins, produced under similar circumstances.

I have taken this opportunity of speaking to you of these cases,

in order that you may be aware of the occasional fatality of lesions

of the pudendal veins, and in order that you may be made alive to

the importance of at once obeying the call, should you ever happen

to be summoned to aid a woman who had been subjected to such

an injury. Here again, as in venesection and other forms of

venous hemorrhage, pressure is generally adequate to arrest the

discharge, but it may require to be kept up both strongly and

steadily.
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LECTURE VIII.

ON CANCER OF THE UTERUS.

PATHOLOGY AND SEMEIOLOGY OF THE DISEASE.

Cancer, in its various forms, affects and destroys the members of

the female sex to a far greater extent than it affects and destroys

the members of the male sex. In support of this observation, let

me merely point out to you the proportion of fatal cases of cancer

in the two sexes, which occurred in England during the years

1847-61, according to the annual reports of the Registrar-General,

as shown in this table of the

Mortality from Cancer in England as regulated by Sex.

Year of Report.
Total Fatal Cases

of Cancer.
In the Female Sex. In the Male Sex.

1847 4586 3288 1298

1848 4825 3449 1376

1849 4807 3487 1320

1850 4967 3567 1400

1851 5218 3716 1502

1852 5477 3872 1605

1853 5663 3932 1731

1854 5826 4072 1754

1855 6014 4189 1825

1856 5859 4069 1790

1857 6201 4381 1820

1858 6433 4464 1969

1859 7369 5406 1963

1860 6827 4727 2100

1861 7276 5096 2180

Total . . 87,348 61,715 25,633
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Table of 91,05S Deaths from Cancer in England (1847-61) and

Scotland (1855-58).

Actual Number. Relative Proportion.

J. tjiiitiiLo. Males

Under 10 years 617 626 100 )01

iM'OlU 10 to Jo 134 147 100 109

„ 15 ,, 25 „ 562 659 100 123

„ 25 „ 35 ,,
1244 3,176 100 255

„ 35 ,, 45 „ 2717 9,975 100 367

„ 45 55 „ 4973 16,668 100 335

„ 55 ,, 65 „ 7220 15,813 100 219

„ 65 „ 75 ,, 6286 11,840 100 188

„ 75 ,, 85 „ 2637 4,616 100 175

„ 85 „ 95 „ 364 689 100 189

„ 95 and upwards 20 39 100 195

Cancer is, therefore, between two and three times more fatal among

women than among men ; and this difference is principally due to

the circumstance that this fatal disease is extremely apt to become

localised and take origin in two organs peculiar to the female—viz.

in the uterus, and in the mamma. Of these two organs the uterus

is most frequentlj^ attacked
;
and, perhaps, of these G 1,000 deaths

from cancer in women, about 25,000 were cases of cancer of the

uterus,—-more than one-third of all cases of cancer in the females

being instances of cancer of the uterus.

We had lately in the Hospital two instances of the occurrence

of this disease in the uterus, and I shall now first of all read to yon

the history of these cases, as they were drawn up by the clinical

clerk, Mr. Cayzer, and then take occasion to speak of some points in

connection with the symptoms, diagnosis, and treatment of carcinoma

uteri.

1.—M. R., aged 42, native of Duufernilino ; married. Has had nine children :

the youngest is now nineteen montlis old. Has recovered well after lier confine-

ments, and always enjoyed good health until ten months ago, when she first

noticed a discharge from the uterus. She describes this as resembling " thiel-c

wliite cream," in colour and con.sisteuce. This discharge continued during two
months, and this was gradually displaced by fluid blood and clots of variable size.

During the flow of this discharge, which sometimes ceased for a week or more, the

pain wliieh she felt at other times was relieved. The smell has continued to be

very otTensive. Her rest has been mucli disturbed by the constant burning pain.

Bowels generally costive. Appetite pretty good, but not so keen as formerly.

None of her family have suff'ered from uterine disease, so far as she can re-

member.
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Admitted into No. XII. Ward on Octoljer 29, complaining of a constant

burning pain referable to the nterus, and stating that for the past three weeks

she has had but little uterine discharge, and that what does appear is thin and

watery, slightly tinged with blood, and of a very offensive odour. She has a fre-

quent desire to pass water, but the act of micturition is not attended by pain or

scalding. Ordered nourishing diet and rest, and at night suppositories with I

grain of morphia in each.

jVov. 16th.—To use every night and morning a pessary containing ten grains

of M'Doiigall's disinfecting f)owder.

2dd.—Since using the suppositories and pessaries the pain is much relieved,

and she has in consequence enjoyed better rest. Still complains of pain in the

loins. There is very little blood now in the uterine discharge.

An examination, i^er vaginam, reveals the whole of the lower segment of the

uterus enlarged with an irregular, hard, aiid nodulated outline, and but little

sensitive. The os and the whole of the cervix iiteri appear to be implicated in

the disease ; but the finger can be passed quite round in the cul-de-sac of the upper

extremity of the vagina. The parts have a red, congested appearance, and bleed

readily about the margins of the os under slight pressure.

II.—A. S., aged 34, a native of Banff. Married eleven years. Has had three

children, all healthy, as are the other members of her family.

Up to this present year she has enjoyed very good health, and has been in the

habit of working very hard at washing and cleaning. In April last (after a week

of unusually hard work, in the course of which she was often lifting heavy weights),

while she was menstruating, menorrhagia supervened, and continued in various

amount for five months. During this time she became very weak, and rapidly

lost flesh and colour. She was under treatment at the Dispensary dming Sep-

tember and October last, and in the latter month became so enfeebled that she

could not continue her regular attendance there, and was visited at her own house.

The treatment at the Dispensary consisted of the use of astringent injections, and

the internal administration of some preparation of iron.

She was admitted into No. XII. "Ward on November 10, and on admission was

thin, weak, and sallow. She states that she was robust before her Ulness com-

menced. She complains of great pain in the cavity of the jjelvis, and at the lower

part of the back, occasionally lancinating, but always present, though varying

in intensity. The pain was at its first ajjpearance attended by an extremely

offensive discharge, much resembling dirty water streaked with blood, and more

or less discoloured. The persistence of the pain interferes much with her sleep.

The appetite is now a little improving, but has been very bad. Bowels rather

costive. Paiu in passing water, and a frequent desire to empty the liladder.

A vaginal examination shows extensive disease of the os and cervix uteri, with

considerable loss of substance. The diseased mass hard and nodulated, and the

irregular edges give a sensation to the finger resembling that produced by carti-

lage. There is an extremely fetid discharge, of a dirty brown colour, and tinged

with blood. The edges of the scirrhous mass are sensitive, and considerable pain

is caused by pressure.

Ordered nourishing diet, and tincture of the muriate of iron. To use pessaries

containmg ten grains of M'Dougall's disinfecting powder.

Nov. 20th.—To have three ounces of port wine daily.

26<A.—Remains much the same. Complains of pains caused by introducing

the pessaries, which is avoided by a little care, introducing thern so as not to

press unduly on the edges of the scirrhus.
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These two patients are examples of carcinomatous disease of the

uterus, such as will often present itself to you in practice. They

were not kept long under obsei'vation in the Hospital. They

remained for a week or two, to give them time to recover their

strength a little, and an opportunity of learning how to treat them-

selves. The rest, freedom from care, and good diet of the Hospital,

restored them, in some degree, to better health. I am not going

to enter into the details of these cases, and enlarge upon their

peculiar features ; for in fact they present nothing peculiar.

They are good common examples of a common disease—viz. cancer

of the uterus, and afford me' thus an opportunity of making some

general observation on the nature, the symptoms, the diagnosis, the

progress, and the treatment of that malady. And first let me direct

your attention to

I.

—

Its Anatomical Seat and Course.

Cancer in the Cervix Uteri.—When cancer attacks the uterus it

usually does so in its lower segment, or in the region of the os and

cervix, as has happened in the two cases in the Hospital. But cancer

does not attack in the first instance the cervix uteri invariably or

exclusively, as some have averred ; for it sometimes originates in the

body, or even in the fundus. Its course, however, is commonly such,

that we find first of all an enlargement of the cervLx, which is not

to be readily distinguished from other swellings occurring in the

part, and which is produced by the deposit of cancerous matter in

its substance. This deposit spreads rapidly and early into the sur-

rounding cellular tissue, which becomes hard and indurated. So

far the mucous membrane is entire ; but betimes it begins to soften

and ulcerate, and as the ulcer forms and deepens hemorrhage is pro-

duced. The early and extensive infiltration which takes place into

the tissue surrounding the cervix renders it firm and immobile, and

this is one of the distinguishing characteristics of the affection. For

while you may often see chronic inflammatory affections of the cervix

producing enlargement and induration, you will still find the cervix

loose and movable, because there is none of this inflammatory

deposit effused into the cellular tissue around. In cancer of the

cervix uteri, as the neighbouring textures get infiltrated and indur-

ated, and ulceration takes place in the seat of the original deposit,

the OS becomes hollowed out, irregular, and rough, and the resulting

excavation has its walls sometimes of a soft and friable character,
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especially at particular points ; while in other parts and cases the

walls are hard and cartilaginous, and, as in the second case in the

Hospital, impart to the finger pretty much the same sensation as

the interior of a leather dice-box. Sometimes, instead of ulceration

and excavation, you will find fungous masses growing at one or more

jjoints from the excoriated surface. Ere long, the disease spreads

to the neighljouring organs—backwards to the rectum, more fre-

quently forwards to the bladder, and downwards along the vagina and

urethra. It keeps always extending itself along the walls of these

viscera, and when ulceration goes on after the bladder has become

implicated, vesical fistulas are sometimes produced ; or the rectum

may be opened into and a hopeless recto -vaginal fistula ensue.

In some few cases all the three canals come to communicate, and

the urine and ffecal matters mingling with the discharges from

the diseased mass, and all escaping j^er vaginam, render the condi-

^ tion of the unfortunate suf-

other forms of cancer. After death, besides the cancerous deposits

and infiltrations alluded to, morbid inflammatory adhesions and

limited effusions of pus are frequently found among the contiguous

suifaces and folds of the peritoneum in the neighbourhood of the

uterus ; and in a considerable proportion of instances you will find

mechanical distension of one or both ureters, and corresponding

degeneration of one or both kidneys—the lower end of the ureters

having become compressed and partially obstructed by the cancerous

Fig. 23.

ferer one of the most hope-

less misery. Some of the

drawings, which I show

you, are illustrative of these

various points. The lymph-

atic glands of the groins,

jielvis, and abdomen, some-

times become swelled from

cancerous deposit in them
;

but secondary carcinoma-

tous infiltrations into dis-

tant organs, as the liver,

spleen, lungs, etc., are rarer

in uterine than in most

Fig. 23. Carciuoma beginning in the cervix uteri, and ending in the pro-

duction of recto-vesico-vaginal iistuhi.—(Farre).
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affection of the uterine and vesical walls. Occasionally in the same

way the rectum is obstructed, and the bowel above dilated.

Cancer in the Body and Fundus of the Uterus.—I have said that

the body or fundus of the uterus may become the primary seat of

the disease, and here it may assume different types which are not

always very easily recognised. And if the cervix be at the same

time healthy, the case becomes extremely deceitful, and the true

disease may be readily overlooked. The principal forms under

which carcinoma appears, when it begins in the body or fundus of

the uterus, are, as far as I have myself had occasion to observe them,

the following:— 1. The cancerous deposit may become located in

the outer layer of the middle coat of the uterus, or in the sub-peri-

toneal or peritoneal coat. Here is a drawing of a case which I

attended some years ago, and in which you will perceive the os

and cervix uteri, the cavity of the uterus, and its lining membrane,

sound and entire. But cancerous deposit

has taken place to a great extent in the

thickened walls of the fundus and body

of the uterus, forming a large irregularly

shaj^ed tumour which became adherent

to the bladder and at last fungated into

the vesical cavity, leading on to severe

hematuria before death. 2. Carcinoma

occasionally attacks the whole thickness

of the uterine walls without producing

any local protrusion or prominence upon

them, either exteriorly or interiorly. 3.

The most common form of the disease,

however, is that in which it has its pri-

mary seat—like cancerous disease of the

stomach— in the mucous or submucous

coat of the body or fundus, producing

as in the case of which I show you this drawing (Fig. 24), general

cancerous ulceration of the interior of the uterus, ending in fatal

ruptures of the fundus ; or assuming, as I have much more fre-

quently seen, the form of a sessile irregular excrescence or fungoid

mass projecting into, and distending, the uterine cavity, or even

dilating and partially pressing through the healthy, but distended,

Fig. 24. Section of uterus, showing its cavity filled up by a polypoid or

sessile mass of carcinoma which sprung from the posterior wall of the body of the

organ. The cervix uteri healthy and still shut. (One-third of full size.)

VOL. III. L
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OS uteri. The first time I ever saw and fairly made out the case of

this last and most common form was in a patient who had long

suffered from an abundant serous and sometimes offensive discharge.

She was here, from England, under the care of an old master of

mine, and had been often treated by the application of caustics to

the vagina and cervix, with the hope of arresting the copious and

constant discharge. When consulted in regard to her case, I sug-

gested the introduction of a sponge-tent into the os uteri, that we

might then have an opportunity of making out more clearly the

source of the discharge, or, at least, of making sure whether it might

not be proceeding from the uterine cavity, instead of the vaginal

walls. After the sponge had been introduced, the discharge was

found to be checked for the first time for many months, and on its

withdrawal a fungating mass was discovered by the finger in the

interior of the uteius.

You must not hold, therefore, that a jiatient has not got a

cancer in the womb because the cervix is healthy ; for the cervix

may remain quite sound when the body of the organ has become

extensively diseased. In a very large proportion of cases—in 28,

perhaps, out of 30—^the cervix is the primary seat of the disease;

but in the other two it remains healthy after the rest of the organ

has degenerated.

II. Pathological Forms of Uterine Cancer.

In regard to the pathology of carcinoma uteri, it has been much
discussed what type of the disease is most frequently met with in

the neck and body of the uterus. Almost every one now recognises

it as a peculiarity of the disease, that, 1st, as it occurs in the cervix,

it is here almost always primary ; and 2d, when it extends, it does

not often lead to secondary deposits in distant parts of the body by

contamination of the system through the blood or otherwise, but

spreads mostly by involving the neighbouring and contiguous tissues

and organs. But, with reference to the particular type of cancer

which is most apt to attack the uterus, observers are not quite of

one opinion as yet. The older authors, judging apparently from the

peculiar hardness of the neck of the uterus, which is such a well-

known characteristic of cancer of this part, concur in describing

scirrhus as by far the most frequent variety. More recent patho-

logical and obstetric writers, on the contrary, give the first j^lace to

medullary cancer, and maintain that other forms are met with in



rATIIOLOGICAL VARIKTIKS. 147

tlie uterus in exceptional cases only. Thus, Mr. Paget speaks of

" the peculiar liability of the uterus to medullary cancer." Scanzoni

observes that " as to the varieties of uterine cancer, the encephaloid

(medullary carcinoma) is certainly the most frequent." Again, Dr.

Arthur Farre says that in the uterus " both scirrhus and colloid are

rare, while encephaloid constitutes the chief form under which

cancer is found." Lastly, Professor Rokitansky of Vienna, than

whom no one has had more abundant opportunities of judging from

post-mortem examination, states that " with rare exceptions it is

the medullary cancer which presents itself for anatomical research

in the uterus." Then Virchow, the greatest living authority in

pathology, speaking of the comparatively rare affection of the uterus,

termed cauliflower excrescence, holds that the type of malignant

disease usually found here is the epithelial or cancroid. We find

some growths retaining this character longer than others, and the

Fig. 25. " Perpendicular section of a conmiencing cauliHower excrescence of

the collum uteri (cancroid). The papillae of the os uteri, of a tolerable size, are

seen on the yet intact surface, surrounded by some regular layers of epithelial

cells. The disease begins at first beyond the mucous membrane in tlie proper

parenchyma of the cervix, where the tissue is traver.sed by cell-deposits (alveoli)

of a rounded or irregular form. Magnified 150." (Virchow.)
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malignant formations in the uterus remain cancroid, longer, perhaps,

than tumours in any other part of the body. By epithelial cancer I

mean, of course, that we have a deposit of cells, having more or less

the form and appearance of epithelial cells, among the tissues of the

part, mthout the development of any additional stroma.

As to the cells themselves, we now know that there is no one

form peculiar to cancer, and the presence of cells such as I have

indicated in the stroma of the cervix uteri, is only indicative of

malignancy in so far as they are altogether heterologous to the part.

But in addition to the infiltration of heterotopous cells in the

tissues of the cervix, and probably from some irritation resulting

from it, a change is sometimes produced in the papillae on its surface,

so that these become greatly hypertrophied. They not only enlarge,

but split up into a number of branches or villi, and as each villus

contains a fine-walled capillary loop, they come to present an appear-

ance under the microscope very much resembling that of a placental

tuft ; and to this excessive papillary development is due, according

to Virchow, the fungous character of the cauliflower excrescence.

In other cases, the morbid structure in uterine cancer is of the truly

scirrhous or fibrous type ; that is, a development occurs of a tissue

consisting of an areolar stroma, from which a more or less abundant

fluid containing many nucleated cells can be expressed when a

section of the mass is made. Both the cells and the stroma in which

they are imbedded may resemble in every histologic character the

cells and the stroma of tumours which we are wont to regard as non-

malignant in character, or they may even not diff'er widely in ap-

pearance from some of the normal tissues of the body ; but we set

them down as malignant or carcinomatous when occurring here, in-

asmuch as they are of a nature altogether different from those of the

organ in which they have their seat, even although they may have

originated from some of the cells of that organ which have taken on

a perverted type of development.

And then the clinical history of the patients in whom such

growths occur is just that of other patients in whom malignant

disease in other organs is found—varied only by the nature of the

local symptoms ; for here, as elsewhere, they show that rapidity of

growth—that tendency to fungate, to ulcerate, and to bleed ; and

that almost absolute certainty of a fatal issue, which have made them

to be designated malignant.

In short, the disease is still cancer, though it may present itself

here under a variety of forms which have received separate noso-
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logical names. The so-called " cauliflower excrescence " of the cervix

uteri is cancer in its epithelial

or cancroid form. The so-called

"corroding ulcer" of the cervix

uteri is a variety of the same,

and having some analogy with

the " rodent ulcers " of other

parts. And the cancer in the

cervix, body, or fundus, is in

most cases and stages medullary

in its type, and in some again it

comes to assume a scirrhous or a

colloid character.

We have next to inquire, what are the phenomena of the disease 1

or, in other words, to investigate

III. The Symptoms of Carcinoma Uterl

You find all the ordinary symptoms in the two cases in the

Hospital. The chief local symptoms are three, viz.— 1, Pain
; 2,

Menorrhagia
;

and, 3, Leucorrhosa in the form of a variously-

coloured, and usually offensive discharge.

LOCAL symptoms OF CARCINOMA UTERL

1 . Pain.—Both of our patients have suffered from pain, in one

of them of an intermitting character ; in the other more constant.

The intermitting j^ains which sometimes accompany cancer of the

womb are sometimes very changeful and evanescent, and have been

compared by a Scandinavian writer to the corruscations of the

Aurora Borealis. The other more constant pain is greatest when

the patient assumes the erect posture, or when she takes exercise,

or does anything, in short, which will tend to produce congestion

of the parts. I have under my care just now a patient from the

West Indies who will not take opiates, in whom the pain, neverthe-

less, sometimes disappears entirely, and then after a time returns,

and causes her the greatest suffering. You must not go into prac-

Fig. 26. "Development of cells from the connective tissue in carcinoma

mammae, a, Cells of the connective tissue
;

b, division of the nuclei
;

c, division

of the cells
;
d, aggregation of the cells in rows

;
c, enlargement of the young

cells and formation of the cancer-masses (alveoli)
; /, further enlargement of the

cells and cancer-masses ; g, the same process of development in a transverse

section. Magnified 300." (From Vircliow.

)
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tice with the idea that where there is no pain there can be no car-

cinomatous affection of the womb, or that any particular sort of

pain is distinctive of the disease. You will meet with many cases

where at first there is no pain at all. When the cells are first being

deposited in the walls of the cervix, the tissues are pushed aside

gradually but not painfully. Again, there are other cases where

pain is present, but only slight in degree, and occasionally disappear-

ing for a time. Or you may find cases where the disease runs its

whole course without producing any painful sensation. In a patient

who was brought to me from the country by her medical attendant

not very long ago, I found a large carcinomatous growth involving

all the anterior lip of the womb, and causing obstruction of urine

from the pressure it exerted on the bladder, but exciting no other

form of suffering ; and when I told her that she was the subject of

cancer in an advanced stage, she laughed in my face, and told us

that it could not be so, for she had never felt any pain whatever.

The case was all the more deceptive, that she had still a healthy

appearance, and showed no sign of the cachexy which is usually so

marked in such severe cases as hers.

In carcinoma uteri not only may pain be absent, or, when

present, slight and intermitting, it may sometimes also be sympa-

thetic and located elsewhere than in the uterus, as in the mamma,

in the sides, down the thighs, or elsewhere ; in which case the

attention of the practitioner may be quite drawn away from the

real seat of the disease. Many years ago, I saw, with the late Dr.

Johnston of Berwick, a lady who had been treated in London for

disease of the mamma, in consequence of a pain which she con-

stantly felt there, but no kind of treatment ever seemed to relieve

her. When she came under Dr. Johnston's care he had occasion to

examine her, and suspected that there was some disease of the

uterus ; and subsequently, when I saw her, she had extensive car-

cinomatous degeneration of that organ, and yet she had never had

any pain that seemed to point to disease there at all. Her pain

was in the mamma, where no hardness or organic disease existed.

2. Menorrhagia.—As to menorrhagia as a symptom of cancer of

the uterus, let me observe, that an unusual discharge of blood is

often the very first symptom that excites your patient's alarm. She

loses blood once or twice during an intermenstrual period ; or the

blood, at the menstrual period, passes away clotted, and in larger

amounts than usual. On examining such a patient you will often

find that ulceration has already set in. The first stage of the dis-
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ease, in fact, lias been, as it very often is, altogether latent and

unsuspected. I have been seeing, just now, a patient with Dr.

Newbigging, who said she was at the turn of life, and Avas fre-

quently losing blood. She is the wife of a hotel-keeper, and goes

through a great deal of work. Yet this active woman, with no

complaint but menorrhagia, has almost all the cervix uteri destroyed

by cancer. So then this blood-discharge is as frequent a sign of

carcinoma as pain is. In some cases you will have none ; but it is

as early and constant an indication of the disease as any other, and

when occurring in a woman at the climacteric period, or beyond

that period, should always be looked upon with much suspicion.

But the disease may sometimes be recognised before either pain or

menorrhagia has been complained of Just as carcinoma of the

mamma is often discovered quite accidentally by the patient, from

her hand coming in contact with a hard knot there ; so the same

disease may sometimes be detected in the uterus when the practi-

tioner is making an examination with any other expectation than

that of finding a cancer of the womb.

3. Serous or Sanious Leucorrhcea.—As to the serous discharge

which continues pretty constant during the intennenstrual periods,

I would only observe that it has often a very offensive odour, which

is so peculiar that I have heard some j^ractitioners aver they could

diagnose cancer by means of it. It varies in character and consist-

ence
;
being sometimes watery and pale ; more frequently it is of a

yellowish or greenish colour, and of creamy consistence
;

and, at

times, it may be tinged with blood. It very often contains flocculi,

from the separation of small portions of the friable growth ; and is

frequently of such an acrid character as to produce excoriation of

the external parts.

CONSTITUTIONAL SYMPTOMS AND EFFECTS.

Whilst these changes are going on locally, the constitution of

the patient may long remain sound and strong, and only break

down under the long-continued discharge. In proportion usually

as the disease extends, the patient becomes worn out with the pain

and the discharge ; and gradually acquires the sallow hue and

peculiar expression which indicate the general cancerous cachexy.

The digestive and assimilative functions become weakened, and you

have marasmus added to the symptoms of anaemia. In other cases

you find the patient's system breaking down before the disease
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becomes localised. She suffers from occasional uncertain pains in

different parts of the body, becomes low-spirited and weak, and

acquires a dingy or chlorotic-looking tint of skin ; and after this has

been some time established, localisation of the disease is indicated by

the occurrence of hemorrhage from the uterus. Finally, after the

disease has been fairly established in the part, and the cachexy has

become developed, the functions of other and distant organs begin

to be impaired, the digestive organs become weak, and the circula-

tion irregular ; in some, a sort of cancerous fever sets in, not so inter-

mitting in its character as the hectic fever of phthisis, nor quite as

well marked, but pointing as surely to a fatal issue.

IV. Diagnosis op Carcinoma Uteri.

As to' the differential diagnosis of carcinoma uteri, I have little

to say regarding it at present ; for you have not yet had an oppor-

tunity of being made acquainted with the other diseases with which

it is liable to be confounded. But there is one observation which I

should wish to urge upon this point : it is this—that you are not

entitled to diagnose the existence of cancer in the womb from any

degree or kind of pain, bleeding, and offensive discharge, from which

the patient may be suffering, not even when these are combined

with the pale cachectic look which is usually pathognomonic of the

disease. All these local and constitutional symptoms may be present

in other uterine diseases besides cancer
;
and, in some latent cases

of cancer they may be found absent. You can detect it with perfect

certainty only by physical diagnosis. You must make a vaginal

examination with the finger—for the speculum is here of little ser-

vice—and only when the sense of touch has assured you of the con-

dition of the cervix uteri, and not till then, can you honestly and

conscientiously pronounce upon the nature of the case.

One morbid condition of the cervix uteri with which cancer

of the organ may be and often is confounded, is that which

results from chronic inflammation in it. This causes enlarge-

ment of the cervix and expansion of the os, attended with great

induration, and when ulceration sets in, and pain and menor-

rhagia are developed, the case may very readily be mistaken for

a case of cancer in its first stage. But here you have always

the distinguishing characteristic to which I have already alluded,

that in chronic inflammatory induration of the cervix the deposit

is confined to the organ itself, which remains loose and mobile

;
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whereas in the case of cancer the surrounding tissues usually become

early involved in the disease, and being infiltrated with the morbid

deposit make the cervix uteri feel firm and fixed. And when ulcer-

ation has set in, you will find that the ulcer which results from

inflammatory change—though it may look very irregular, rough, and

ugly—is always on a level with the unbroken surface, or even pro-

jects above it, whereas the cancerous ulcer is always depressed, ex-

cavating, as it were, and eating out, the part in which it has its seat.

One often sees mistakes made with regard to the diagnosis of cancer

of the uterus, which are almost inconceivable, and which you may in

almost every case avoid if you will just keep your wits about you

when making an examination, and use a little common sense—

a

most invaluable and indispensable aid in all kinds of diagnosis.

When you feel a rough, irregular, excavated or anfractuous ulcer

seated on a hardened base, and surrounded by hardened tissue, in

any other part of the bodj^, as the exterior of the chest, face, or ex-

tremities, you set it down at once as cancer ; and when the finger

aj^plied to the os uteri recognises the same condition, you need not

doubt that here, too, you have to deal with the same disease. Can-

cer of the uterus used often formerly to be confounded with simple

polypus uteri ; and Dupuytren and other Parisian surgeons have

recorded instances of patients being sent to them from the country,

who had been told by their own doctors that they must inevitably

die of their comi^laint, and who were completely cured by the simple

operation of the removal of the polypus, and were thus recovered,

as it were, from the very brink of the grave. I have seen the same

mistake frequently committed in our own times, and yet it is a mis-

take which care will always enable to avoid. Cancer of the uterus

may further, as I have hinted, be confounded with some other dis-

eases, such as elongation of the cervix ; but the dilferential diagnosis

will be more properly considered when we come to speak of these

diseases.

V. Ages of Patients ajffected with Carcinoma Uteri.

Cancer of the uterus attacks usually the adult, or those advanced

in years, the period of its most frequent occurrence being between

the ages of 40 and 50. Out of 409 cases tabulated by Madame
Boivin, she has noted twelve as occurring in individuals under 20

years of age, but these were most probably cases of chronic inflam-

mation, or of some other simple aff'ection of the uterus. Rejecting,
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therefore, these doubtful cases, we find that the percentage of cases

of carcinoma uteri at different ages, as given by a few distinguished

authors, is as follows :—

Percentcige of Cases of
Carcinoma Uteri occur-
ring at Different Ages. Lever.

Lebert.

Kiwiseh.
Soanzoni.

Tanner.

Total.

Proportion at

Different Ages.

From 20 to 30 years 4 5 5 5 8 5 32 5'470 per cent.

„ 30 „ 40 „ 31 14 17 19 35 22 138 23-589

„ 40 „ 50 „ 48 16 42 48 60 29 243 41-538

„ 50 „ 60 ,, 33 8 21 33 5 21 121 20-683

„ 60 „ 70 „ 3 6 7 16 0 15 47 8-034

Above 70 ,, 1 1 1 1 0 0 4 0-683

Total . . . 120 50 93 122 108 92 585 100 per cent.

Cancer of the uterus, contrary to a common opinion, doubtlessly

is found far oftener in the married than in the unmarried, and the

subjects of it have very often borne large families.

VI. Prognosis in Cases of Carcinosia Uteri.

In the uterus, as elsewhere, cancer is a disease over which medi-

cine has little or no control. As to its course, it is very various,

sometimes carrying off the patient very rapidly, sometimes going on

more slowly. Patients usually die in from two to two and a half

years after the detection of the disease ; but if the system be deeply

affected we have no power to check its ravages, and the patient may
be in the grave within a few months. In other patients—chiefly

aged ones, in whom the cancer has taken on the slow and senile

character of all the functions and processes of the body—the course

of the disease is sometimes very protracted. Thus I attended a

patient with cancer of the uterus seven years after the death of

Dr. Hamilton, who had recognised the disease as present during his

lifetime.

In my next lecture I shall refer to the Treatment of this disease.
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LECTURE IX.

ON CANCER OF THE VTEIWS—Conlinued.

PALLIATIVE TREATMENT OF THE DISEASE.

There is one point in reference to the diagnosis of cancer of the

uterus, which I forgot to allude to in my last lecture, and of which

I was reminded by seeing a patient in Westmoreland yesterday
;

and that is, the difficulty of sometimes determining the true nature

of the case when the disease has assumed the soft or encei)haloid

form. In the case which I saw yesterday there was a tumour on

the exterior of the right side of the pelvis, firmly attached to the

bone, and another similar but smaller mass inside the ileum. The

medical attendants were at variance as to the nature of the disease,

some holding it to be an abscess, and some regarding it as an

aneurisHL Without letting me know, Mr. Page had come to the

same conclusion as that which I arrived at—viz. that it was a case

of encephaloid cancer. At some points the mass was very soft, and

had a very deceptive feeling of fluctuation ; but a decisive proof of

its nature was obtained by introducing an exjaloring-needle into its

softest point, and bringing away no pus. A few weeks ago I saw,

along with Dr. Walker, at Glasgow, a patient with a soft tumour

extending from the left .side of the uterus. It felt extremely like a

purulent collection in the cellular tissue of the left broad ligament
;

but dissection afterwards showed that it was in reality a soft cancer

connected with the body of the womb.

But it is time that we should pass on to the study of the

VII. Treatment of Carcinoma Uteri.

In the way of the constitutional treatment of uterine as of other

forms of cancer, we do nothing, or almost nothing, except, j^erhaps,

retard and alleviate the course and the effects of the malady. Nearly

every form of mineral and nearly every form of vegetable remedy

has been exhibited and tried which seemed at all likely to stay the

progress of the malady, but as yet with little, or indeed with abso-

lutely no success whatever. All that we can do constitutionally is
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to keep the patient as near the standard of health as possible, by

generous diet, by invigorating regimen, and by tonic medicines, and

thus enable her to bear up against the debilitating and destructive

march of the disease.

But we can emj^loy various measures which are of more or less

avail to stay and stem, at least, the local symptoms and sufferings,

and smooth the patient's sufferings to the grave.

With this view, we have three leading indications to attend to

—

viz. 1. To use means to alleviate the pains and sufferings attendant

upon the disease ; 2. To use means to prevent and arrest the

attendant menorrhagia ; and 3. To use means to counteract the

offensiveness and acridity of the attendant discharges. Let us first

consider the

1.

—

Measures calculated to palliate the Attendant Pains.

To relieve the pain you must learn to administer opium by the

stomach or rectum, or to apply it locally to the uterus, according

as you find the patient can best bear it. Begin it always in small

doses. Most women suffering from this or from other painful forms

of malignant disease, become, as it were, opium-eaters ; and I think

it is our duty to teach them how to keep themselves as easy and

comfortable as possible, whether the object be best obtained by the

use of opium or in any other way. It is certainly our duty to alle-

viate, when it is beyond our jjower to cure. Where opium disagrees

with a patient, you must have recourse to some other anodyne drug.

You will find that conium has been much employed and recom-

mended by some authorities, wlio have sujjposed it not only to be of

use in relieving the pain, but to have some specific power of checking

the progress of cancer. I have never been able to satisfy myself of the

existence of this power ; but I believe it to be a very good sedative.

So also are belladonna, lupuline, stramonium, and Indian hemp, in

some exceptional instances. Besides being used by the mouth, most

of these anodynes may, if it be deemed better, be administered by

the rectum in the form of a suppository, or applied to the cervix

uteri in the form of a medicated pessary. By this term of " medi-

cated pessary," I mean, as most of you know, small balls of a round

or ovoid form, and of the size of a walnut, or of a Minie rifle bullet,

made of some medicinal substance mixed up with ointment, and

brought to a proper degree of consistence by the addition of white

or yellow wax ; or they may be made with cocoa, butter or gelatine.

Our Edinburgh druggists keep medicated pessaries of various kinds,
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containing morphia, belladonna, tannin, etc. The patient can easily

introduce them herself, and they have the advantage over injections

and lotions of applying the medicinal agent in a more continuous

form. They are made of such a consistence as to dissolve gradually

in the vagina at the temperature of the body. Generally they are

coated with a layer of ointment made firmer from containing a larger

proportion of wax, with the view of facilitating their introduction.

We have other local sedatives in the vapour of chloroform, and

in carbonic acid gas, wliich may be used to supplement the action of

these anodyne remedies, or

to supplant them entirely

where some indiosyncrasy

prevents tlieir use. The car-

bonic acid has been chiefly

employed here Avithin the

last few years, and I ima-

gined for a time that this

application of it was some-

thing new and modern. But

I may asJ well warn you,

that should any of you ima-

gine that he has made a dis-

covery of something practical

in medicine, if he Avill take

the trouble carefully to look

over the works of Hippo-

crates, or Galen, or Paul of

^gina, or of some other an-

cient medical writer, he will

very probably get all the

glory taken out of him. Wlien the ancient Greek and Roman phy-

sicians burnt various herbs, the fumes from which were conducted

by a tube to the os uteri in cases of uterine pains, ulcers, etc., they

in reality applied carbonic acid gas. In Germany the waters of

some of the baths, such as those of Marienbad and Nauheim, have

Fig. 27. Arrangement for applying carbonic acid to the uterus—viz. a long

caoutchouc tube of three or four feet in length, with a nozzle at its free extremity,

and fixed at its other extremity into a common wine bottle, with a tubular or per-

forated cork. In the specimen here drawn there is a metallic box affixed to the

top of the cork, which, when filled with sponge, may contain a teaspoonful of

chloroform, so that, when desired, the two local antesthetics, carbonic acid and

chloroform, may be used together.
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long been used as local sedatives to the uterus, and these waters

contain always a proportion of free carbonic acid. Dr. Dewees, a

distinguished American author, also speaks of having used the pure

gas in this way as a sedative for the pains of carcinoma uteri. My
attention was first called to the subject by

a paragraph in one edition of Dr. Pereira's

Materia Medica ; but Dr. Pereira himself

considered this paragraph of so little im-

I^ortance that he expunged it from the last

edition of his work. The paragraph was

to the effect that his friend, Dr. Clutter-

buck, had been requested by a lady suffer-

ing from uterine pain and irritation, to be

supplied with some means of applying car-

bonic acid gas to the womb, as she had

formerly experienced great benefit from

such an application at the hands of an

Italian physician. Latterly, I have used it

extensively in many cases of uterine pain,

and in some with excellent eff"ect ; for it

is, in fact, a good and powerful anaesthetic.

The application is very easily accomplished.

A table-spoonful of crystallised tartaric acid

is mixed with a table-spoonful of crystallised

bicarbonate of soda in an ordinary wine-

bottle, three or four wine-glassfuls of water

are added, and the gas which is evolved is

carried off through a caoutchouc tube, and

applied to the womb by means of a gum-

elastic nozzle attached to the extremity of

the tube (Fig. 27). Our chemists have got into the way of sup-

plying patients with boxes such as that I have beside me, contain-

ing twelve powders or packets, with six drachms of tartaric acid

in each, and other twelve with an ounce of bicarbonate of soda.

They furnish them also with the appropriate tubes, which, let me

Fig. 28. Section of the perforated cork used in the local application of carbonic

acid gas to the uterus, a a Metallic tube passing through the centre of the cork,

and receiving the gas at its wide extremity a', b b Metallic ring, in which the

metallic tube is fixed, c c The perforated cork, sheathed by a layer of caoutchouc,

d. e A coil of wire in the commencement of the india-rubber tubing, to prevent

it from collapsing at the jioint of flexion : the metallic tube may be prolonged and

bent, and in this case the coil of wire can be dispensed with.

Pig. 28.
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add, are sometimes provided with a sort of brass box (see Fig. 27)

immediately above the cork or stopper to hold pieces of sponge, and

by pouring on these sponges some chloroform, you may have the

combined sedative action of the

two anaesthetics. Usually, how-

ever, the hollow cork and tube

used are simple, like this (Fig. 28),

and without any box ; and if you

wish to apply chloroform vapour

along with carbonic acid, you re-

quire, when employing the simple

tube, to add merely a teaspoonful of

chloroform to the contents of the

bottle before introducing the cork.

When the tube is introduced into

the vagina, after the evolution of

carbonic acid gas has commenced,

there is perceived first of all a rush,

and a slight feeling of heat
;
by and

by a soothing effect is produced.

Besides its anajsthetic properties,

carbonic acid is one of the best of

local curative applications that can

be made to an ulcer. In the last

century Dr. Ewart of Bath made

the experiment of applying this gas

to two open cancers of the breast

constantly and for a considerable

time, and with this good result, that

one healed up completely, though of

course only temporarily ; and in the

other the pain was relieved and the

ulcer partially healed. When car-

bonic acid fails to relieve the pain,

the vapour of chloroform may be

superadded to it in the manner I

have indicated ; or chloroform vapour by itself may be ajjplied by

Fig. 29. Arrangement for injecting the vapour of chloroform—viz. a common
barrel syringe inserted by one extremity into a four-ounce pliial, containing only a

small quantity of chloroform. The free or ujiper extremity is introduced into tlu;

vagina. For this purpose it is well sometimes to have attached to it a longer

portion of terminal tube than is here represented.

Fis. 29.
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means of an ordinary Higginson's (barrel) syringe, which, let me add,

is the cheapest, best, and most convenient of all syringes for all

purposes. The long or free extremity of the syringe is introduced

into the vagina, and the other end of the instrument is inserted

into the mouth of a four or six ounce bottle, about one-third or

one-half filled with chloroform, and then the application of the

fingers to the middle part or barrel, being in the way of alternate

compression and relaxation of the barrel, sends speedily a current

through the apparatus. If the bottle were full, or neai'ly so, there

would be a risk of the liquid chloroform getting into the instrument

and being pumped into the vagina, which it would blister and

scald, and thus produce an effect quite the opposite of that which

is desired. After the tube has been introduced into the vagina, by

working the barrel in the ordinary manner the vapour of the

chloroform rises into the instrument, and may be projected for

any length of time against the uterus ; for you can send through the

instrument a current of air or of vapour as easily as a current of

liquid. Ajjplied in this manner to mucous surfaces generally, chloro-

form vapour has a very soothing and sedative effect. Ten minutes

usually suffice for the application at one time of either carbonic acid

gas or the vapour of chloroform ; but patients sometimes desire it to

be continued longer. Either of them, or both, may be repeated, if

necessary, many times a-day.

I would just add one other remark in regard to chloroform,

as a supplement to my observations on the constitutional, as

contrasted with the local sedative treatment of the pain which

attends a cancer of the womb. It is this, that where opium

disagrees with the patient, or where she requires such large doses

that she is deterred from using it, you may relieve the pain by

bringing her occasionally under the general anaesthetic influence of

chloroform, by inhaling small quantities from time to time, and

thus you may occasionally procure for her a rest and a respite

from her suffering more easily and completely than by any of the

usual forms of anodynes. I have seen chloroform when swallowed

also answer well for a time as a general sedative in cases of cancer.

One of the best modes of exhibiting it is by making a mixture of

chloroform with compound tincture of cardamoms, in the projjortion

of five or ten drops of chloroform to each drachm of the tincture.

A teaspoonful of the solution or mixture may be given in a wine-

glassful of water several times a-day, or whenever the pain becomes

severe. Laudanum or solution of morphia may be added to this
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mixture in appropriate doses, if you wish to combine it with an

opiate. liememljer to order the dose of tlie solution of chloroform

in tlie tincture of cardamoms to be added to and stu-red up with the

wine-glassful of water ; for if you reverse this, and add the water

to tlie mixture, part of the chloroform is generally separated and

precipitated.

There is another means by which you may sometimes succeed

in alleviating the j^ain of cancer. I allude to the application of

some freezing mixture to the part. Dr. J. Arnott, who has

directed particular attention to the anassthetic eifects of a low

temperature on various parts of the body, has suggested that

the freezing of a cancerous part may be of use, not only for

soothing pain, but also as a means of curing the disease. And
when first experiments began to be made with it, some cases of

temporary cure were reported, just as in the last century Ewart

and others met with partial and temporary healing of open cancer

of the mamma from the continued application of carbonic acid gas-

We had a patient with ulcerated carcinoma of the cervix uteri in

the hospital a few years ago, whom we treated by the occasional

application of freezing mixtures to the os. These generally

relieved her pain, and seemed to check the discharge, and make

the ulcer partially contract and heal up for a time. But ulceration

soon set in again, and the condition of the patient .speedily got as

bad as l^efore. Yet possibly the application of a refrigerating

mixture might prove a useful adjunct to our means of treat-

ment, and might be much more frequently and regularly applied

if we could get over the one great objection to its use which

lies in the difficulty of its application. At present the method

emj^loyed is to introduce a speculum into the vagina, and through

this to apply to the os uteri, in a muslin bag, a freezing mix-

ture. The mixture most commonly employed consists of two

parts of ice to one of common salt. The ice must be pounded

or bruised, and when thoroughly mixed up with salt in the

proportion I have just stated, and applied in a muslin bag

to a part for a certain length of time, the circulation there is

stopped, and the part becomes cold, pale, and insensible. This

condition remains for a short while after the removal of the bag,

and then the parts gradually return to their previous condition.

Perhaps some simpler and more manageable method of applying

great cold may yet be devised, and if this do happen, it may j^rove

a valuable boon. For we know that the application of ice, or, to

VOL. III. M
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speak more correctly, of a temperature at or below the freezing

point, to other parts of the body, has the effect of temporarily

alleviating pain, or temporarily inducing an insensibility, during

which some of the slighter surgical operations can be performed

without causing any pain to the patient. Thus I have lately seen

two gentlemen have each several teeth extracted without pain, from

having their gums previously frozen. One of these gentlemen, my
friend Dr. Small, from whom seven teeth were extracted after a

stream of water of a temperature of from 10° to 20° Fahrenheit had

been for some time allowed to pass through a thin metallic box

accurately fixed to his gums, certainly made very wry faces during

the operation ; but he explained afterwards, that the contortions of

his countenance were not excited by pain, but by the mortal terror

he was in at every application of the forceps, lest the " grunch

"

which he distinctly felt should be accompanied by pain. If, I repeat,

we had some simpler and easier means of freezing the os uteri and

other parts affected with cancer, we should more frequently perhaps

have recourse to this expedient. As yet our only means are nothing

but a source of irksomeness to the patient and of difficulty to the

practitioner. It has always seemed to me that solid carbonic acid

applied in a caoutchouc bag, or otherwise, and mixed perhaps with

ether, ought to be the most convenient and best freezing agent for

producing local anaesthesia in the practice alike of the dentist, the

surgeon, and the accoucheur, and that we may find some easy means

of applying this to the os uteri ; but I have not yet been able to

obtain the acid in the solid state, so as to have an opportunity of

reducing the theory to practice.

Patients with cancer of the uterus will often require your medical

care for other forms of distress and suffering than the mere local

uterine pain connected with the disease. They have sometimes their

sufferings aggravated by a tendency to constipation, particularly when

they first begin to use opium, which is kept up in the later stages

by mechanical obstruction of the bowel from the spread of the car-

cinomatous deposit. Gentle aperients, or what often serves better

still, mild enemata, are required under these circumstances. In the

same way the bladder is apt to be irritated during the progress of

the deposit, and you will find it occasionally necessary to relieve the

symptoms of dysuria with infusions of uva ursi, bucku, etc., and with

the addition of alkalis or acids, as indicated by the condition of the

urine. Besides, the secondary or sympathetic pains which may
spring up in different parts, and of which I have already told you.
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occasionally demand for their alleviation local anodyne liniments or

plasters, or even the injection of a few drops of the watery solution

of morphia into the subcutaneous cellular tissue of the affected part.

Occasionally you will find that they will disappear after the appli-

cation of slight caustics or sedatives, such as a solution of nitrate of

silver, acid nitrate of mercury, and the like, to the ulcerated surface

of the cancerous uterus.

2.

—

Measures calculated to arrest the attendant Hemorrhages.

But there are other indications which require to be fulfilled

besides that of the alleviation of pain. Thus you will sometimes

be called ujion to check and counteract the hemorrhage which

occasionally occurs to an excessive and exhausting extent in cauli-

flower excrescences and other malignant diseases of tlie cei-vix uteri.

In these cases you have large, tortuous, thin-walled vessels, coming

up in loojis towards the surface of the papillae, and merely surrounded

by radiating layers of epithelial-looking cells, as shown in Virchow's

memoir on Cancroids of the Os Uteri. From these vessels, which are

very liable to injury, profuse floodings readily occur, debilitating and

destroying the patient, who would not be so rapidly worn out by the

disease if we could always manage to arrest them. Such a flooding,

let me again repeat, is often the first symptom that attracts the

patient's notice. It is apt frequently to recur in some cases,

rapidly ruining and running down the patient's health and strength,

and not unfrequently proving the more immediate cause of her death.

This bleeding, therefore, you will often be called upon professionally

and practically to abate and arrest ; and as one means of attaining

your object, you may occasionally require to have recourse to plug-

ging of the vagina. But a mere plug of lint or sponge will not always

suffice
;
you will sometimes have to medicate them with some agent

which has the property of coagulating the blood. Some have re-

commended the use of a concentrated tincture of iodine as possessed

of this property in a high degree. Others have spoken in favour of

a strong solution of nitrate of silver. In either case it has usually

been proposed to apply the medicaments through a speculum intro-

duced into the vagina, and pushed up to the cervix. But when I

stated to you, in reference to the diagnosis of uterine cancer, that

the speculum was a useless instrument, I should have added also

that it was a dangerous one, for, coming in contact with the vascular

mass, it almost necessarily excites more or less hemorrhage, or
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aggravates it when it lias already been established ; and we gain a

very important point, if, in the application of our styptics, we can

dispense with its employment. We have two remedies, the applica-

tion of which is easy, and in almost every case is perfectly sufficient.

One of these is tannin, which, when applied in the form of a fine

powder through a small tube, or mixed up in the form of a medicated

pessary, serves as a valuable means of coagulating the effused blood,

and thus preventing the further flow. Matico and other vegetable

astringent washes are useful merely in proportion to the quantity of

tannin which they contain. But we possess a still simpler and surer

styptic in the perchloride of iron, which I generally use as made at

my suggestion by Messrs. Duncan and Flockhart, druggists, dissolved

in glycerine. A sattirated solution of it in glj^cerine is more adhesive

to the surfaces with which it is placed in contact, than the solution

of it in water. Perchloride of iron was proposed, as you know, by

some jihysicians and surgeons on the Continent, not very long ago,

as a prepai'ation which—when injected into the sac of an aneurism, or

the cavity of a varicose vein—would produce coagulation of the blood

in them, and so lead to the permanent cure of these morbid states.

For stopping the hemorrhage from leech-bites, it is the best and

readiest agent we possess ; and for arresting the bleeding from small

orifices over an extended surface, such as exists in piles, I know no

better remedy. A gentleman in our profession, for whom I have a

very high regard, told me lately of the great success which had

attended its use in his own wife, who had long suflFered from internal

hemorrhoids, which frequently came down and bled to a great

degree. Six months ago she had a very bad attack, at a time when

her husband happened to be from home. There had been much

hemorrhage, and she was reduced to great weakness and faintness.

Though the wife of a doctor, she was one of those ladies who have

a great and salutary aversion to seeing doctors professionally ; and

so, when she sent one of the members of her family to ask me for

something to relieve her, I sent simply some perchloride of iron in

glycerine, with instructions to apply it on a piece of lint. The

bleeding was checked by this means at once, and her symptoms re-

lieved
;
and, what is better still, the hemorrhage has never since

returned. In connection, I say, with hemorrhages from the uterus,

it is likewise a most valuable agent, and may be applied in various

ways. It deliquesces very readily, so that it cannot be kept and

applied in the form of powder ; but it may be made up for use into

a medicated pessary. I apply it most frequently, however, on some
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lint or on a i)iece of sponge, to which a string is attaclied for its

easy removal afterwards. Introduce a piece of sponge or lint

partially dipped, or rather wetted in its centre, in glycerine saturated

with perchlorido of iron, into the vagina
;
push it up to the os uteri,

and leave it there for twenty-four hours ; and usually you wiU

find this result, that the bleeding is completely arrested, and there

is no recurrence of it for a time. I sometimes see a patient at

present in whom the hemorrhage from an ulcerating cancroid

of the cervix had been allowed to go on for three months, under

the idea that it was only an ordinary menstrual discharge of

unusually long duration. Early in my attendance upon here there

occurred a sudden and profuse drain, which rendered her almost

pulseless. A sponge was applied, steeped in the solution in the

manner I have told you, which at once put an end to the bleeding.

There has been no recurrence of hemorrhage from that time to the

[)resent— a period of three months; but the disease is progressing

in its fatal course, and lately has perforated the bladder, so as to

allow all the urine to escape j^er vaginam.

3.

—

Measures calculated to counteract the Offensiveness, etc., of the

attendant Leucorrhceal Discharges.

Another symptom which you will sometimes find it necessary to

do something to relieve, is the fetid and acrimonious discharge.

The odour it exhales is occasionally sickening to the last degree
;

the very breathing of it fevers the patient ; and therefore the dis-

charge nuist be checked, or its effects counteracted as far as possible.

This may be effected in some instances by the frequent injection of

a weak solution of chloride of zinc, in the proportion of a grain to

the ounce of water ; or one or two grains may be applied occa-

sionally in the form of a medicated pessary. Or you may endeavour

to fulfd the indication, as we have attempted it in the two cases in

tlie liospital, by using pessaries containing from five to ten grains

of M'Dougall's disinfecting powder. This deodorising powder was

discovered, not by Mr. M'Dougall, but by Sir Andrew Smith, the

late director of the Army Medical Department. It contains, I

Ixdieve, as its active ingredients, sulphite of magnesia and lime,

with the addition of five per cent of carbolate of lime, and has the

[)roperty of precipitating all fetid and decomposing animal matters

in foul waters, etc. When applied here in tlie form of a pessary or

lotion it is of great use iu relieving the odour, and serves at the
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same time as a cleansing and non-acrid application to the ulcerating

surface. Pessaries, containing each five grains of crystallised car-

bolic acid, may be employed, and are probably the best and simplest

of the deodorising agents.

Sometimes the vaginal discharge in cases of carcinoma uteri is,

for a long period, watery and serous, without ofFensiveness or

acridity, but weakening and detrimental from its great abundance

and copiousness. This occurs particularly in instances in which the

disease has a warty or cauliflower character. Such patients occa-

sionally require to use many napkins each day in order to absorb

this excessive serous discharge as it escapes from the vagina. In

these cases the abatement and arrest of this profuse and debilitating

drain becomes occasionally an important indication of treatment

;

but it is an indication which it is by no means easy to fulfil.

Sometimes the assiduous and repeated use of astringent vegetable

or mineral injections has the desired effect. More frequently their

eff"ect is only either very partial or very temporary. In order that

they may be successful, you generally require to change every few

days from one astringent to another— as from a solution of tannin,

or from a strong infusion of oak-bark or green tea, to a solution of

sulphate of zinc or sulphate of alumina and potash—one of the least

irritating and most astringent of all being a solution of the so-called

aluminated iron, or sulphate of alumina and iron, in the proportion

of three or four grains of the salt to the ounce of water. Some-

times these astringents answer more effectually if the patient apply

them in the form of a small plug of sponge dipjjed in the fluids or

solutions.

In all cases of carcinoma uteri, accompanied with discharge, due

cleanliness and frequent ablution of the external parts and lower

portion at least of the vagina, is a matter of moment, with the view

of obviating the disagreeable and irritating effects of the acrid fluid

which is passing over them, and adds greatly to the comfort of the

patients. Sometimes the mucous membrane of these parts and

the surrounding skin can be protected much from the irritation of

profuse and irritating discharges by the free application of lini-

ments or ointments after each use of the bidet, or after each

washing. Equal parts of glj'cerine and simple ointment, or of

glycerine and olive-oil, or of lime-water and olive-oil, often answer

this purpose well.

Before I conclude these observations on the palliative treatment

of carcinoma uteri, I must add one observation, lest my remarks
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may have misled you, so as to make you too officious in your

management of your cases. Do not unnecessarily oppress your

patients with the nimia cura medicmcB. In instances where the pain

of the disease is not very great, nor the bleeding nor discharges at

all great, you will perhaps only aggravate the one and the other by

unnecessary and meddlesome local treatment. You will frequently

find cases of uterine cancer, particularly those of a slow tyj>e, go on

better without any local treatment at all than with it. Such

patients are often happier and more comfortable when cleanliness

merely is duly attended to, and nothing special in the way of treat-

ment is attempted or done. Reserve the palliative local measures I

have spoken of for those cases—and they form a large class—where

such measures are really called for by the severity of the attendant

symptoms.

But has nothing been done, and can nothing ever be done, in

this terrible disease, in the way of surgical or radical treatment ? I

shall try to answer that question in my next lecture.
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LECTURE X.

ON CANCER OF THE UTERUS—Con<»iM«/.

ITS SURGICAL TREATMENT.

Two surgical oj)erations have been proposed and practised in some

cases of cancerous or cancroid diseases of the uterus

—

Viz. first, ex-

tirpation of the whole organ
;

and, secondly, extirpation of the

diseased cervix only. The first of these operations need not detain

us long, for I have very little to say regarding the

Extirpation of the entire Uterus.

Some twenty or more cases have been jilaced upon record where

this operation was performed, but with such disastrous results as to

hold out no encouragement whatever to its repetition, but rather to

serve as a loud warning against it. Judging of it d priori, we should

regard the operation as unjustifiable, and experience serves only to

confirm the judgment ; for where patients have not died of the

operation itself, the disease has soon recurred and proved rapidly

fatal. Most of the patients on whom the experiment has been tried

have died immediately of the operation or its consequences ; and of

the only three or four who did not, all, excepting one, who lived

nearly a year, have died within two or three months of its perform-

ance, from the disease returning, or rather from its continuing to

spread from a spot from which it was found impossible to eradicate

it. The o2>eration has been performed by cutting through the

abdominal parietes, and extirpating the uterus from above ; and

also by dragging it down through the vulva, and excising it from

below. The unfortunate patients have died in some cases of shock

;

in others of hemorrhage, prima ly or secondary ; in others of inflam-

mation and surgical fever. I have always said that the operation

should never be dreamt off unless in those cases where the body or

fundus of the organ is alone affected ; for when cancer is seated in

the cervix it has usually spread to the neighbouring parts before it

is recognised ; and once it has extended beyond the bounds of the
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organ in which it began, there can be no hope of a complete eradi-

cation. But even when the cancer is confined to the body or fundus,

extirpation of the uninverted uterus is such a hazardous operation,

that I have no hesitation in saying that it should even then be

rejected as an utterly unjustifiable operation in surgery.

Excision of the Cancerous Cervix Uteri.

But another operation has been proposed for the radical cure of

cancer, which is not by any means so fatal, and which has occa-

sionally been performed with mo.st satisfactory results. It is appli-

cable, however, only to those very rare cases where you find the

disease seated in the lips of the cervix and fairly limited to the

vaginal portion. In these cases it is usually confined almost entirely

to one lip, most frequently the posterior, leaving the other almost

free
;

just as when epithelial cancer attacks the mouth, it usually

begins in the lower lip, and if it spreads to the upper, does so only

to a very inconsiderable degree. You will sometimes see cases of

cancroid disease of the cervix where the growth is of a size as large

as the fist ; where it is seated entirely in one of the lips
;
and, which

is of still greater moment, where it has not extended upwards

beyond the line of reflexion of the vaginal mucous membrane upon

the cervix uteri. It is in such limited and defined cases only that

you can hope to produce a radical cure of the disease by amputating

the cervix above the part where it has been infiltrated
;

or, let me

rather say, may hope to stay the progress of the disease, and prevent

its recurrence for a time. And Avlien it does return afterwards, it

docs not always make its appearance again in the same part at all,

hut attacks som,e different and distant oi'gan. The operation only

came into vogue in the beginning of this century ; was first per-

formed by Osiander, and afterwards Ijy Dupuytren and others. It

was speedily carried to an extravagant excess by Lisfranc ; and we

find Dr. Mott, the celebrated American surgeon, recording this

against him, that on his visits to Paris he found Lisfranc latterly

curing, by the application of nitrate of silver, the kind of cases of

diseased cervix uteri in which he had formerly employed amputation

of that part. In otlier words, Lisfranc liad used this opci'ation in

instances of chronic inflammatory disease of the cervix—an affection

in which assuredly no such heroic and dangerous treatment is neces-

sary. The operation, let me distinctly tell you, is one which can

be employed only in very few cases of cancroid disease of the cervix.
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seeing that it is only when you can catch the disease, so to speak,

before it has reached the line of reflexion between the cervix and

vagina, that you can amputate with any hope or prospect of success.

When the disease has begun to creep along the wall of the vagina,

or has passed high up into the cervix, the operation is of no avail to

check it.

Mode of performing Amputation op the Cervix Uteri.

1. By means of Cutting Instruments.—As regards the operation

itself, it used to be performed in a much more clumsy manner than

it is necessary to pursue now. I show you here some casts and wet

preparations of the diseased cervix uteri, which I have amputated at

various times according to the old method or by means of cutting

instruments. The amputation was eff"ected by inserting a strong

volsellum or two into the cervix uteri, carefully and distinctly above

the line of the diseased part
;
dragging down the end of the uterus

to the vulva ; and then clipping it across above the volsella with a

pair of strong scissors. The great secret of success in the per-

formance of the operation seemed to be to seize hold of the cervix

beyond the line which marked the extent of the disease, so that by

cutting out above the volsella, you might make sure of having no

portion of it left. I used to have the patient placed on her face, and

to cut across the cervix uteri from behind forwards, in order to

avoid wounding the posterior cul-de-sac of the peritoneum which

reaches lower down behind the uterus than it does in front between

the uterus and bladder. The uterus had to be dragged down, not

on the hollow of the sacrum, but straight towards the vulva ; and

this forcible and long-continued dislocation of the uterus formed

often one of the great difficulties in the performance of the operation
;

and, doubtless, also, was one of the chief sources of danger in con-

nection with it. For cutting across the cervix, Lisfranc and others

preferred the knife ; but the constant drag upwards of the uterus

renders the division of the cervix with the knife irregular and oblique.

I have found a pair of strong curved scissors the most convenient

instrument, one or two rapid clips with them being sufficient for the

detachment of the diseased and a small margin of the healthy cervix.

By this means the amputation can be much more rapidly performed

before there can occur any effusion of blood to obscure the track of

the wound. But in any case you are likely to have some bleeding

afterwards, which at times becomes excessive, rendering it necessary

for you to plug the vagina firmly, or to apply some styptic.
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2. By means of the Ecraseur.—But all these difficulties in con-

nection with amputation of the cervix uteri have now passed away
;

for latterly we have become possessed of a much simpler means, by

which we can effect our object without submitting the jjatient to the

dangers resulting from the dragging down of the uterus, or subject-

ing her to the risk of hemorrhage. The instrument by which this

Fig. .30.

is effected has been lately discovered in France, and it performs

its work by an action which its inventor has described as linear

crushing. If you will look around you, and mark the improvements

that take place from time to time in surgery, and in medicine as

well, you will find that they consist often, as here, of the ai^plication

Fig. 30. Anipiilatioii of the iiock of tlie uterus by means of tlie straight ecra-

seur. A shows the cervix uteri dragged down to the vulva, by means of Museux'.s

forceps. C D, the chain of the instrument passed round the base of the cervix

uteri.—(Chassaignac.)
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to actual practice of Avell-known facts, and of observations which

had been made long previously, but which have been allowed to

lie hitlierto sterile and dormant. Thus it has been regarded as

a well-established fact, at least from the time of Cheselden, that

when an arm or other limb was torn roughly off, or avulsed by

machinery, there generally occurred no bleeding from the lace-

rated surface and vessels. But no actual use was made of the

observation, till M. Chassaignac, one of the most talented of living-

French surgeons, took up the idea of making a practical appli-

cation of it. The distinguished discoverer of this new mode of

operation, and some of our English surgeons, make use of the

instrument called ecraseur (for we have as yet no English name for

it), which I here show you, for the purpose of removing some

vascular tumours, portions of tongue, etc. In using it, the chief

thing to be attended to is to work it very slowly—moving it only

at the rate of a notch every fifteen or twenty seconds, so as not to

cut through the tissue too rapidly. I have seen it emjiloyed several

times for the removal of morbid growths, and never saw any marked

bleeding occur from the wounded surface. M. Chassaignac himself

proposed the apj^lication of it to the removal of the cervix uteri,

and pointed out the necessity of having the instrument made with

a curve near the point, to permit of its adaptation to the part ; or

else of dragging down the uterus through the vulva in order to

admit of the application of the ordinary straight instrument. But

I believe Mr. Spencer Wells was the first actually to perform the

operation. He used Charriere's chain and screw. You will find

an account of his case, with drawings of the tumour, in the ninth

volume of the Pathological Transactions, and he has informed me
that the woman has since remained quite well. In one case in

which I operated last summer with the straight instrument, I

avoided the necessity and obviated the dangers of dragging down

the uterus, by supplanting the inflexible chain by a piece of twisted

wire, which could be bent at right angles, or in any degree neces-

sary for its proper adaptation to the cervix, and which is of suffi-

cient power to crush through the soft tissues in its embrace. I

have here an instrument which I have recently got made to effect

the same object as the Ecraseur of M. Chassaignac, but of a different

and more simple construction, the efficient power here being a

screw, and the crushing part consisting of a strong coil formed of

twenty or thirty strands of fine iron wire, such as we use here for

stitches and ligatures, twisted together. It has, in other words, a
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flexible wire rope, instead of an inflexible jointed chain, as its (see

Fig. 31) dividing agent. There is still another bloodless mode of

amputating the cervix uteri,

which has been had recourse

to in modern times, for this

l)art has now been once or

twice excised, viz.

—

3. By means of the Gal-

vano-causHc Wire.— Several

years ago, Mr. Marshall of

University College, London,

Hrst ingeniously suggested

the use of platiiuim wire

heated hy a strong current

of galvanism as a new caustic

and cutting instrument in

surgery. It has been em-

ployed on the Continent, particularly by Middeldorpf, the Professor

of Surgery at Breslau, for the excision of tumours, broad-based polypi,

etc. He has removed the diseased cervix uteri by surrounding it

aljove with a loop of platinum wire, then heating the wire by send

ing a powerful cui'rent of galvanism along it, and immediately

dragging it gradually through the tissue by means of an appropriate

handle or instrument. It has been argued, and perhaps not without

justice, that this mode of amputating the cervix uteri has the

double advantage of being rapidly performed, and of being free

from all risk of hemorrhage. But it has the disadvantage of

requiring a battery of enormous power to heat a wire sufiiciently

long and strong to make its way through so much living tissue, and

although the apparatus lias been pretty extensively employed of

late in Vienna, Munich, Wurzburg, and other Continental hospitals,

it has not yet been introduced, so far as I am aware, into any of

the hospitals in Britain. There are various

Dangers attendant upon Amputation of the Cervix Uteri.

Before stating to you some facts by which you may judge of

the propriety of ever amputating the cervix uteri in cases of limited

Fig. 31. Section intended to .show liow amiJutation of the cervix uteri may
be performed without previously di-agging down the iiterus. A, Body of the

uterus. B, Neck of tlie uterus, surrounded by a loop of twisted wire. C E, The

rectum. F, The bladder.—(Altered from Chassaignac.

)
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cancerous or cancroid disease of this part, I would beg you to

remember, first of all, that the operation is one which is by no

means free from immediate dangers.

1. Hemorrhage.—In the first place, there is the risk, particu-

larly when cutting instruments are employed, of excessive and

fatal hemorrhage. I never saw a case which proved fatal by

bleeding, or even one where hemorrhage occurred to any alarming

degree ; but such cases have occurred, and it is well that you

should be on your guard against this accident. With proper and

methodic plugging of the vagina, assisted particularly by such a

powerful styptic as perchloride of iron, I believe you will in every

case be able to prevent it from proceeding to a fatal extent. But

secondly, another alarming complication may occur and prove fatal

in spite of all your endeavours to counteract it, viz.

—

2. Collapse.—Lisfranc has recorded two or three instances where

his patients died soon after the operation of a kind of faint or col-

lapse, setting in suddenly without any ^premonitory symptoms, and

sometimes rapidly carrying off the patient. I once saw this fearful

symptom occur after amjiutation of the cervix uteri, in the case of

a lady on whom I had performed the operation, along with Drs.

Watson and Wilson of Glasgow, whose patient she was. The

tumour removed was a cauliflower excrescence or epithelial cancer,

of the size of a lemon, growing in the anterior lip of the uterus, a

portion of the higher and healthy tissue of which was, of course,

excised along with the cancroid mass. The loss of blood was not

great, and no bad symptoms occurred for two hours after the opera-

tion, when the patient began to feel rather faint and became very

restless. By the end of another hour the collapse was so great

that the pulse could not be felt ; the first sound of the heart was

inaudible ; the extremities were cold ; there was intense thirst, and

occasional violent vomiting. This state of collapse lasted, despite of

all the means employed, for many hours, and for fifteen or sixteen

hours the pulse could not be felt at the wrist. After the symptoms

of collapse passed away, the patient made a good recovery, and her

general and uterine health soon became re-established. I have

seen the state of collapse after excision of the cervix prove fatal by

itself, and independently of any other complication. A few years

ago I operated on a patient in the hospital for the removal of a

limited cancroid disease of the cervix uteri, and where at the time

of the operation everything promised fair to yield a good result.

The disease was distinctly limited to the lips of the womb
;
ampu-
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tation was effected above the line which seemed to mark its extent

without more than ordinary difficulty, and was followed by almost

no bleeding whatever. The patient was well and in good si)irits

when I left her half-an-hour after the operation was completed ; but

when Dr. William Ziegler, who was then clinical clerk, went to

visit her some four or five hours afterwards, he found her pulseless,

cold, and collapsed. He came at once to fetch me to see her ; but

when we got to the hospital she was already dead. On making a

post-mortem examination, we could find only the .smooth bloodless

surface of the fresh-made wound ; but no hemorrhage, no injury,

and no morbid change which could at all account for the sudden

death. The patient died, in fact, of collapse ; and this is an acci-

dent which you sometimes see occurring after other operations. I

met with it once, for example, in the case of a distinguished friend

of mine, on whom Mr. Syme had performed his operation of peri-

neal section. On the second night after the operation, he was

seized with alarming symptoms of depression of the circulation,

coldness and clamminess of the surface, weakness, or rather absence

of the radial pulse, etc. In about twenty-four hours these symptoms

disappeared, as a profuse eruption of herpes about the mouth broke

out. I have seen the same collapsed condition occur two or three

times after the emptying of ovarian cysts ; and I have met with it

once or twice in women soon after the termination of a natural

labour. The first time that I saw it after parturition, was in a

patient who had quite a natural and easy delivery, and had suffered

from no unusual amount of hemorrhage. When I saw her in this

collapsed condition, an hour or two subsequently, I could not be

certain whether she was merely in a state of chronic faint, or pulse-

less collapse, or whether there might not be some bleeding going

on into the cavity of the peritoneum. I had made sure there was

no collection of blood in the uterus or vagina. It is an accident

which seems peculiarly liable to occur after operations or injuries

about the pelvic organs ; and no .sufficient explanation of it has yet

been offered—nor does it even appear that sufficient attention has

yet been given to it. I am not sure but that in amputating the

cervix uteri, by obviating the necessity of forcibly dragging down

the uterus from its position in the pelvis, we do something towards

the prevention of this alarming and dangerous complication.

3. J'Foundi.ng of Feriioneum.—A third danger which patients

subjected to amputation of the cervix uteri have to encounter is

that resulting from the injury sometimes occasioned to the peri-
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toneum during the performance of the operation. I have never

seen any misfortune arising from this cause, for in the only

instance in which I met with such an accident, inflammatory

changes of long standing had led to adhesions of the uterus to

the rectum, and to a multitude of puckerings and foldings at the

thin posterior part of the roof of the vagina, so that when a small

oval portion from the surface of one of the folds or projections

was accidentally cut off", no spread of any inflammatory action

that may have been set up could take place along the adherent

peritoneal surface, and accordingly no bad effects ensued. When
the amputation is affected by means of the ecraseur, however,

danger from this source becomes more imminent, from the difficulty

which even the most skilful ojjerators experience in preventing the

loose tissues above tlie cervix from being dragged within the

embrace of the crushing chain or rope, and from being mangled and

torn there. This accident occurred and proved fatal in the hands

of perhaps the most dexterous living surgeon in Germany ; and I

can hardly see how you can make sure of avoiding it in those cases

where you are to employ the Ecraseur of Chassaignac, unless by

putting some pins througli the cervix uteri below the point at

which you mean to apply the loop of the chain. By transfixing

the cervixj in this way you could, perhaps, regulate the exact height

at which it was removed by the 6craseur in the same way ill which

you can regulate the height at which it is to be removed by the

knife by the use of the volsella. In order, however, to fix such

pins, the operation would require to be complicated by first dragging

down the cervix uteri, and then their introduction would not be so

easy as the application of the volsella.

4. Surgical Fever and Inflammation.—In relation to the dangers

attendant upon amputation of the cervix uteri, let me, lastly,

observe that some patients, but not very many, have died of peri-

tonitis, or that form of surgical fever which is liable to occur and

prove fatal after every form of operation where a cutting instrument

is employed.

Advantages or Results to be attained by Amputation of

THE Cervix Uteri.

Such being the drawbacks and dangers attendant on this

operation, is it, you may ask, useful and advisable in any case to

have recourse to it ? To this question I unhesitatingly answer,
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tliat there are cases in which amputation of the cervix uteri is both

a useful and a commendable procedure ; for by means of it you can

sometimes eradicate the disease, and oftener you can stay its

progress for a time. As in other operations for the excision of

local cancers, here also the results will occasionally disappoint your

hopes. The operation, I should already have told you, is not

always a very painful one for the ^Datient, and does not always

even require chloroform, as was j^roved by a case in which I

operated last summer with the ecraseur, along with Dr. Ziegler.

The patient was scarcely aware of any painful sensation which

could lead her to suppose that a severe operation was being per-

formed. You will prolong the life of your patient by this opera-

tion in some instances for several months, while in others the

Fig. 82.

prolongation of her life is to be counted rather by years. In either

case you rid your patient for a time of a painful and distressing

disease, with the temporary restoration of the general health, and

in some rare instances you may hope to work for her a more

perfect and permanent cure. The patient of Dr. Watson, to whom
I have referred, lived for three or four years after the operation,

and had no recurrence of the disease in the original seat of it, but

died in consequence of its appearance in the mesenteric and other

abdominal glands.

Fig. 32. Cervi.x uteri excised for cancroid disease, a a. Piece of whalebone

passed through the os and along the canal of the cervix, h b. Cancroid tumour

growing from the posterior lip. c. Anterior lip. d d, Line showing the exten

to which the disease has extended.

VOL. in. N
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The patient from whom the cancerous cervix uteri was removed,

of which I show you these drawings, lived for four years after

the operation in perfect health, and died of acute diarrhoea or

dysentery.

At the time I operated upon her the patient had already suffered

for a considerable period from all the usual symptoms of the disease,

in a very aggravated degree. She had experienced much pain ; the

discharge had been very profuse and acrid, and for some days before

I first saw her, at Kincardine, with Dr. Wilson, most profuse monor-

rhagia had been going on, which no amount of plugging, and no

kind of astringent or cold application, seemed to be sufficient to

arrest. Though naturally a strong and robust woman, she was, in

-C

Fig. 33.

consequence, soon reduced to such an extreme state of weakness

and exhaustion, that she required to be lifted with sheets when they

ventured from time to time to get her bed made dry, and she be-

came sick and faint whenever it was attempted to raise her head.

In this case the posterior lip of the os uteri was enlarged, indurated,

and roughened, and the surface of it and of the anterior lip was the

seat of irregular ulceration. The base of the cervix, however,

appeared to be sound, and I therefore excised it, making the line of

incision above the seat of the disease, and so removing all the mor-

Fig. 33. Same cervix uteri as in x^receding figure viewed from surface of

amputation c c c. a a, Wlialebone probe through os and cervix, b, Cancroid

mass on posterior lip.
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bidly affected part. When the cervix had been removed, the pos-

terior lip was found to be enlarged, in the form of a tumour, to the

size of a pigeon's egg, rough and tuberculated upon the surface.

The base of the tumour upon the posterior lip, and some part of the

unenlarged anterior lip, were the seat of ulceration, marked by an

acute sharp edge. The diseased structure of the posterior lip slightly

pas.sed the angle or commissure of the left side, and partially in-

vaded the anterior lip. Dr. Anderson, professor of medicine in the

Andersonian University of Glasgow, who was at that time devoting

his attention to the histological study of these growths, detected in

the diseased structure all the usual microscopic and anatomical

Kig. ;;4.

characters of Carcinoma fasciculatum, as described by Miiller. The

patient rallied rapidly after the operation, and lived, as I have

already told you, for four years afterwards, in the enjoyment of the

most perfect good health.

If it be true, which has been stated, that cancer is more con-

stantly primary in the cervix uteri than it is in any other organ or

part of the body, then, when we catch it in a stage still admitting of

removal, we may hope for a better result after the operation here,

Fig. 34. Appeiirance presented by a cervix uteri amputated for ca.nliflovver

cxcresecuce of the posterior lip. a, Healthy anterior lip. c c, ]'>ase of anterior

lip. rl d li. Portion of healthy vaginal mucous nienihrane removeii along with

tlie cervix.
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than after the excision of a cancerous growth from almost any other

part. The great drawback is, that here the disease is hidden from

view, and generally does not attract attention till it has attained

such a degree of development as to excite grave symptoms, and such

a spread as to render its extirpation an operation of danger and

uncertainty.

But the best case of all was that in which I first performed the

operation, now eighteen years ago. The patient had been under the

care of Dr. Lewins, at Leith, and when I first saw her, in 1840, she

seemed to be at death's door, so reduced was she by the hemorrhage

and excessive serous discharge constantly going on from a cauliflower

excrescence of the posterior lip of the uterus. I amputated the

cervix at that time, removing a cauliflower excrescence of the size

and form here faithfully represented (Fig. 34). The patient rapidly

recovered, and has remained well, and free from all cancerous dis-

a

Fig. 35.

ease, up to this time. She has borne five children since the date of

the op'^ration ; and when I saw her, a few days ago, she was in the

enjoyment of the most perfect good health.

As this case of amputation of the cervix uteri for cauliflower

excrescence is one of great interest from its results, the patient

having, as I have stated, borne five children since the operation,

and being still perfectly well, eighteen years after its perform-

ance
; perhaps you will pardon me for adding, that the micro-

scopic structure of the excrescence was carefully examined at the

time by Professors Eeid and Goodsir. We could find in it none

of the caudate or spindle-shaped bodies which were then supposed

Fig. 35. a, Appearance presented by a section of the tumour, h, Microscopic

appearance of the cells which constituted the chief mass of tlie tumour.
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by Miiller and others to be distinctive of cancer, but which we

now know not to be necessary histological elements of cancerous

tissue. On the contrary, we found it composed of groups of cells,

each of them enclosing nuclei and nucleoli. These cells were, to

use the modern nomenclature, epithelial cells, and consequently the

excrescence was an example of epithelial cancer. To prove this,

compare the drawing of the histological appearances from this

excrescence (see Fig. 35), which I published in 1841, witli the

drawing of the histological appearances which Virchow published

lately in his collected Memoirs (see Fig. 36) of

and strength have, in the meantime, Ijeen re- i

stored to her, and she is at the present moment ^'S- 36.

advanced beyond the middle period of her pregnancy. The morbid

characters of the diseased structure that I removed are such, cer-

tainly, as to render its future regeneration not at all improbable
;

but as yet there are no local appearances of its return ; and taking

the very worst view of the case, there seems to be no reasonable

doubt but that the operation has restored the bodily comfort and

prolonged the life of the patient, if it has not entirely freed her

from the risk of a future return of the disease." When I penned

these remarks, some fev/ months after the operation was done, I

had no very great hopes that eighteen years afterwards I sliould

Fig. 36. "A single, very wide, r.nd thin-walled blood-vessel, from a cauli-

flower excrescence on which the cells are lying."

—

Virchow.

epithelial cancer of the cervix uteri, and you

will find the two perfectly identical. In ori-

ginally publishing an account of the case in the

Edinburgh Medical and Surgical Journal^ five or

six months after the performance of the opera-

tion, I stated that " I undertook the amputation

of the diseased part, with strong doubts as to

its ultimate success. The patient's peace of

mind was broken, and her constitution was so

rapidly breaking down under the constant, pro-

fuse, and weakening discharges which afflicted

her, that she would in all probability have soon

sunk. Immediately after the operation was

performed these discharges completely ceased,

and have never since returned. Her health

^ Vide Edin. Med. and Stcr(). .roiirnal for 1841, for a more particular account

of the case.
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be able to state, as I have stated to you already to-day, that the

patient continues perfectly well, and has borne several children in

the interval.

You must not suppose, however, that those cases where the

disease has spread its roots so widely as to have become inaccessible

to the knife or 6craseur, are altogether beyond the reach of art

;

for even then we have at our command a means by which we can,

in some cases, check the progress of the disease for a time, and in

rare cases destroy it altogether. By the same means we can occa-

sionally remove the disease more easily and more safely, perhaps,

than by any surgical operation, even so as often to supplant the use

here of either the scalpel or 6craseur. I refer, of course, to the

employment of caustics, the consideration of which must, however,

be reserved for another lecture.
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LECTURE XL

ON CARCINOMA OF THE UTERUS AND MAMMA.

TREATMENT BY CAUSTICS.

Not long ago, I took occasion to show you a jjoor woman, who
was about to return to her home in the HighLands, and in whom
you saw on the site of the right breast a simple granulating

healing ulcer. As I then stated to you, she came to me a month

or six weeks before with a large elevated carcinomatous growth in

the same situation, ulcerated on the surface, fungating at some

l)arts, and bleeding freely when roughly handled. This was treated

by the introduction first of a piece of caustic potass, which caused a

portion of the tumour to slough away, and then by the application

of a mixture of sulphate of zinc and sul2:)huric acid, in the manner

of whicli I shall have something more to say anon. Large masses

of the tumour, some of which I showed you, were by this means

made to slough and come away, till all the infiltrated tissues were

removed, and a simple cicatrising sore was left. Only at one corner

there was a hard knot ; and with respect to it, I gave the patient

a note to her own doctor, calling his attention to it, and desiring

him to have it removed by the same agent as had been used for the

eradication of the rest of the mass.

Taking, then, this case into consideration, I propose to speak

to-day of cancer as it occurs in the two organs conjunctly—in the

uterus, to wit, and in the mamma—in relation to the question of the

propriety of removing the disease by the knife or by caustics.

I am not going to speak just now about the nature, the

symptoms, or the diagnosis of cancer, as it occurs in the mamma
but only of the treatment of the disease ; for here observation and

experiment are both more easy, and their results have been more

abundantly recorded than is the case with regard to cancer of the

uterus ; and the experience obtained from the treatment of the

disease in the one organ may serve equally well to guide us in our
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treatment of it as it occurs in the other. The first question that-

meets us in our proposed path of inquiry is this

—

Should Cancers of the Mamma be removed by the Knife 1

The propriety, let me then remark to you, first of all, of having

recourse in any case to the surgical removal of a cancerous tumour

has been long a subject of great discussion, and very conflicting and

contradictory are many of the statements that have been advanced

in support of the difl'erent views that have been entertained. Those

who object to all interference with cancerous growths, do so on the

ground of the great liability of the disease to return and prove

fatal ; and very startling bodies of facts have been adduced to

show, with almost absolute certainty, that such a relapse should be

counted upon. Thus, Dr. Macfarlane, Professor of the Practice of

Physic in the University of Glasgow, one of the most unprejudiced

and trustworthy observers alive, tells us that he^ "has never seen

a case, even of the most favourable description, in which the

disease did not return, although every precaution was adopted to

render the operation successful." And the experience on which

this statement rests is far from being very limited. Dr. Mac-

farlane refers to a hundred and eighteen cases (thirty-two operated

upon by himself, eighty-six by friends), and though in the ma-

jority the " parts were freely and extensively removed ... at

an early period, and under the most favourable circumstances

in many instances no distinct indication of constitutional

deterioration being present, yet in all the disease returned, both

externally and internally, and proved fatal." Many minds can

hardly conceive that not one out of such a number of patients

operated on for cancer should have been fairly freed from the disease

;

but the word of Dr. Macfarlane is entirely to be relied upon. Mr.

Mayo, Surgeon to the Middlesex Hospital, declared, as the result of

his experience with regard to the removal of scirrhous breasts, that

there was a return of the disease in ninety-nine cases out of a

hundred, and that, too, where the amputation had been performed

under the most favourable circumstances ! The great French

surgeon Boyer maintained that a permanent cure was effected

only in four out of a hundred cases. We are already getting a

more favourable view of the results of the operation than Dr.

Macfarlane's gloomy statistics would have led us to anticipate ; and

' Walshe on Nature and Trcntmerif nf Cancer, p. 229.
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in the last and best work we have received from France on the

diseases of the female breast—that of M. Velpeau—we find that

illustrious surgeon stating that he has " more than twenty perfectly

reliable examples of radical cure " out of a thousand, in whom
carcinomatous mammfe had been extirpated. Even that, as you

will perceive, gives after all a favourable result in only two cases out

of a hundred ; but it is enough to afford encouragement, and you

and your patient may both entertain the hope that she will be one

of the fortunate few. Those fearful figures of Dr. Macfarlane, I

confess always haunt my mind— viz. 118 cases of cancerous

mammaj ; all the 118 operated upon, and yet in all the 118 the

disease recurring and proving fatal But I feel convinced that

this very gloomy and indeed desperate view of the subject is not

entirely justifiable ; for I find from my own observation, and from

inquiries made in different directions, that Dr. Macfarlane's start-

ling statement is not borne out by the experience of others. There

certainly are cases of undoubted cancer in which a permanent cure

has been effected by ablation with the knife, even if these fortunate

cases do not stand in a higher ratio to the unsuccessful ones than

from one to four in a hundred. I have myself seen a patient, under

the care of Mr. Girdwood of Falkirk, who had been cured of cancer

of the mamma by the double extirpation hy the knife, first by Mr.

Liston, and secondly by Mr. Girdwood. There could have been no

doubt in that case as to the nature of the disease, for the tumour

was fully developed in its character—large and fungating ; at the

second operation, a number of diseased glands were removed from

the axilla. When I saw her dying of acute accidental peritonitis

eight or ten years after the date of the operation, the scar of the

wound was firm and healthy—^there Avas no sign or symptom of

cancerous disease in any other organ—excision of the diseased j^art

had effected for the patient a permanent and perfect cure. Dr.

Malcolm and I were attending together latel3^ for epithelial car-

cinoma of the cervix uteri, a lady whose mother is still alive and

well, and who had a cancer of the mamma removed successfully

eight or nine years ago. That the affection of the mamma in this

case Avas true cancer was ascertained by every applicable test. I

have been told of various other similar cases, in like manner, by my
})rofessional brethren. And then, in regard to the uterus, there

is the Leith case of epithelial cancer, or cauliflower excrescence,

of which I have already told you in my last lecture, where a patient

has remained free from cancer for eighteen years after the removal
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of a growth which was pronounced by all who saw it to be malig-

nant, and which was proved microscopically to be an epithelial

cancer.

Results of Excisions by the Knife.

We have patients, then, in other words, sometimes escaping and

obtaining a radical cure of carcinoma of the uterus and mamma,
when the disease has been removed by the knife. The proportion

is no doubt small, very small—not more than one, two, three, or four,

out of a hundred obtaining exemption, and the disease returning,

sooner or later, in all the remaining ninety-six or eight. But, then,

there is one other fact which I must here give along with this

appalling result ; it is this : that you can never predicate which one,

or two, or three, out of one hundred given cases will prove success-

ful ; for the happy result has sometimes been attained in cases that

looked the most unpromising, where the disease was of the encepha-

loid variety, open, bleeding, and apparently of the very worst

character
;

and, in some instances referred to by Velpeau, where

Lebert and Robin, after microscopic examination, had declared the

tumour to be of a most distinctly malignant nature.

We have seen that the final history of patients in whom ex-

cision of carcinomatous mammae has been practised is far from being

a bright one, and affords us little, very little, encouragement to a re-

petition of the operation ; but you must not suppose that in stating

the frequency vrith which malignant disease is likely to recur after

extirpation of the affected part by the scalpel, I stated the only

drawback attendant upon such a procedure. For you will find some

eminent surgeons maintaining—and I believe Mr. Paget is of their

number—that unless you can operate early, ere the morbid mass

has attained any high degree of development, surgical interference

becomes not only useless, it becomes positively hurtful, inasmuch as

it weakens the patient, and by exciting new action in the seat of the

disease, hastens the progress of the malady and shortens the life of

the patient.

And then you must remember, besides, that the operation itself

of extirpation of a cancerous mamma is not without its dh-ect

dangers. Velpeau tells us that of a hundred and seventy-six

patients on whom excision of the mamma was performed by him
;

thirty-two died of the operation or its immediate consequences, or

nearly one in every five. Now this is a very high mortality, nearly
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ftjual to what has sometimes been stated as the amount of mortalit}"

resulting from the severe operation of lithotomy. I am not much

acquainted with the statistics of the operation, and the only other

figures of any extent which I can at this moment recall, are those

given in Dr. Cormack's Journal for 1843, where it is stated that, in

the hospital practice of the late Professor Koux of Paris, out of

ninety-five cases of the excision of the mamma, twenty died, or

rather more than one in every five. So far as I know, no very

extended or reliable statistics have been published on this matter in

England ; but I think the operation is far less fatal with us than in

Paris. The only return I could lay my hands on this morning is

that of Dr. Reid in the Report of our Infirmary here, where we

find it stated that out of twenty-five patients operated on, two died

from the eff'ects of the operation, or about one in twelve. But

even such a favourable return as this shows that the patient

incurs no small amount of danger in connection with the operation

itself

- Is THE Removal of Cancers by Caustics preferable ?

We have thus seen that there are two very serious objections to

the removal of carcinomatous mamma; by means of excision—viz.

the great probability of a relapse, and the degree of danger attendant

on the operation ; and to these there still remains to be added a

third, and that is, the natural fear and horror of the knife so uni-

versal among womankind, ay, and jjerhaps still more so among

mankind also. Nor can the cheering prospect of a painless opera-

tion, which the use of ansesthetics enables us to hold out to our

patient, suSice entirely to remove this feeling ; for there are still

many people who would rather bear anything than subject them-

selves, under any circumstances, to the edge of the surgeon's knife.

In consequence of the dangers of the operation, and the repugnance

of patients to submit to it ; and in consequence, moreover, of the

good results that have sometimes appeared to attend the empiric use

of caustics in the treatment of carcinoma of the mamma, caustics

have begun to attract no small degree of notice, and to receive a

more systematic and extended application. Various reasons have

lieen advanced for employing caustics in preference to the knife in

the removal of cancerous growths.

] . Some surgical pathologists have l)een inclined to argue that

extirpation of malignant growths by means of caustics is not so
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liable to be followed by relapse as is the case after removal by ex-

cision. The man who has made the strongest asseverations, and who

has had also probably the greatest amount of experience in this

matter, is Landolphi of Naples, who has destroyed, it is alleged,

several thousand cancerous productions by means of caustics. Lan-

dolphi is said to aver tliat his cures to his relapses are in the propor-

tion of three to one; or that 75 out of every 100 j^atients treated by

him permanently recover, and in the remaining 25 the disease relapses.

I only wish that I could believe in these alleged results ; but be

assured there is some tremendous mistake about them. I for one

would feel quite content if we could cure by caustics not the 75 per

cent, but even 25 per cent of our cases of cancerous mammte. When
proper statistics are attained—for as yet they do not exist—the

cases of permanent cure by caustics will not be found, I fear, to

amount nearly to 25 per cent ; but probably they will be larger

than the proportion of permanent cures by the use of the knife.

2. Patients who are imbued with the utmost dread of the knife

will sometimes be found willing and ready to submit quietly to the

application of caustics for the removal of scirrhous mammse.

3. The employment of caustics does not necessitate confinement

to bed and the loss of time entailed by excision of the gland. The

patient is, of course, not equal to any heavy work during the period

when the caustics are in action ; but still she is not unfitted for

every occupation, nor condemned to the unmitigated ennui of her

bed for a length of time.

4. There is no such fear of a fatal issue from ablation of a

tumour with caustics as there is from excision of it with the knife

;

for in the former method neither ligatures nor sutures are required

for arresting hemorrhage from pouting arteries, nor to eff"ect coapta-

tion of the edges of a gaping wound. So that all the principal

dangers attending the use of the knife are kept in abeyance by the

use of caustics ; or if they cannot in every case be prevented, the

chances of their occurrence are at least greatly diminished. When
you avoid the use of ligatures and sutures, you do away with those

chief centres of suppuration and decomposition in a wound which

give rise to fatal surgical fevers and pyaemia ; and around the mor-

tifying part you are not so liable to have that erysipelas which, as

you know, frequently supervenes on incised wounds, and not unfre-

quently carries off the patient. Some have even averred that

erysipelas never occurs in a part where caustics have been employed

;

but I have sometimes, though certainly very rarely, known it to
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occur in such circumstances. It has been stated, moreover, that

patients in whom caustics had been employed for the removal of

cancerous mammfe, Avould not die of the disease known as surgical

pleurisy. But I know of at least one instance where this complica-

tion proved fatal. This was in the case of a Scotch lady, who had

one of her breasts amputated here because of a carcinomatous growth

in it some years ago. The wound healed for a time, but scirrhous

nodules returned in the cicatrix, and for this she went to London,

and there for some time caustics were used for their removal, but

without much effect. Then she followed a fashion at present very

common among English ladies in like circumstances, and went to

Paris, there to submit to a more effectual application of caustics.

Her husband, when on a short visit to Scotland, told me that the

diseased mass had been all removed, and that she was now, it was

declared, in a fair way of recovery, and suffered only from constant

nausea and vomiting, and from pain in the side. I told him that in

all probability the disease had become localised in some internal

organ, and that its progress was likely to be rapid. Soon thereafter

she died, ere yet the wound left on the separation of the slough was

by any means cicatrised ; and it was found, on dissection, that the

cancer had developed itself in the stomach and other of the abdomi-

nal organs, but that a subacute pleurisy had proved the immediate

cause of the fatal issue.

Then comes the question. Which is the move painfal—caustics or

the hiife ? As the patient is in an anaesthetic condition during the

operation, the only pain she can experience in the case of excision,

is that which she suffers from the subsequent dressings of the wound,

and the removal of the ligatures and stitches ; so that, on the whole,

one would expect this to be the less painful procedure. And yet

you will have patients making some most curious statements in

reference to this matter. I had lately under my care a lady with

carcinoma near the site of the mammse, which was excised by my
excellent friend. Dr. Petrie of Liverpool, some time ago. Two new

scirrhous masses sprang up in the same sj^ot, both of which I enu-

cleated and destroyed by caustics, requiring first to remove the skin

over them by the same means. Yet this patient has frequently

assured me that, though chloroform was used for the oj)eration of

excision, the pain which was entailed in the dressing of the wound

was far more acute and intolerable than the whole pain produced by

the caustics.

Again, in reference to the time required for the healing of the jMrt,
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it has been very often averred that the sore left after tlie separation

of the slough produced by a caustic takes much longer time to heal

than the simple incised wound left after excision of a tumour with

the knife. This allegation I do not pretend to answer on my own

authority, for I have not had sufficient experience to entitle me to

give a decision on the subject ; but you must allow me to read to

you what has been said in reference to this matter by one of our

greatest surgeons, Sir Benjamin Brodie. In his Lectures on Patho-

logy and Surgery, p. 334, he has these sentences :
—

" Perhaps it will

be asked, Is there not this objection to the use of caustic—namely,

that some time is necessary for the slough to come away ; then a

further time for the healing of the wound % And does not all this

make the process more tedious than it would be if the knife were

used instead ? The fact is, that a wound always heals much more

readily after the application of caustics, than after the use of the

knife. Take two cases : If you destroy one tumour of a given size

with the knife, and the other, supposed to be of the same size, by

caustics, in spite of the time occupied by the separation of the

slough, the sore in the latter case will be healed sooner than that in

the former."

Is THE Extirpation by Caustics more complete or

LASTING THAN BY THE KnIFE 1

I have already adverted to the question, as to whether extirpa-

tion by means of caustics is more complete and less likely to be

followed by a relapse than is excision with the knife, and I have

told you what Landolphi has stated in reference to this point. His

statements, as I told you, are to be received only ciim gram ; but

there are two reasons for believing that the use of caustics will be

more effectual, and the resulting cure more permanent, than we

generally find to be the case after simple excision. The first is,

that the cicatrix left by caustics is much firmer than the cicatrix

left by an incision ; and the observations of Dr. Young and Dr. Arnott

have shown us how beneficial the effect of pressure is in restraining

and preventing the development of all tumours, whether simple or

malignant. The second is, that the action of caustics is not of

necessity confined to the part which mortifies and sloughs away
;

but there is good reason to believe that their modifying influence

probably sometimes extends also to cells and structures which may
be wholly, or only in part, affected aud morbidly altered, and which
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lie beyond the line of immediate extirpation. Suppose that in any

case you wish to extirpate a scirrhous growth, if you use the knife

you only can remove so much of the morbid mass as is included

within the line of your incisions. If you use a caustic, you can

remove as much of the mass as can be done with the knife ; but

you have, in addition, the probability of the substance becoming-

absorbed and infiltrated into the tissues around, and poisoning

or modifying the character of any cells there which may have a

tendency to take on the cancerous type of development. That such

absorption does occur is proved by the fatal result ensuing in some

of the cases where arsenic has been employed as an ingredient in the

escharotic, and in the distressingly painful effects of some less fatal

agents. Such being the case, if we could only discover some agent

which would first destroy the great mass of the disease, and then,

becoming absorbed into the surrounding textures, would there de-

stroy altogether those cells which have taken on a perverted type of

development, or modify, in some degree, their vitality— then we

might hope, by the use of such a caustic, not only to remove the

disease more effectually at the time, but to afford more security

against the chances of its return.

To WHAT Cancers are Caustics applicable 1

Caustics were at one time used by surgeons as applicable only

to some special forms of cancer, as

—

(a.) Secondary cancer, where

it occurred in the form of returning nodules after removal of the

oi-iginal growth, (b.) Cancers occurring in organs deeply seated and

beyond the reach of the knife, as in the cervix uteri, etc. (c.) Can-

cerous growths attached to the surface of bones. Then (d.) flat

superficial cancers specially belong to the category of those to which

caustics were thought to be peculiarly applicable. But it was not

till very lately that surgeons began to think of employing them in

all cases of cancer, even in those where the tumour, say in the

mamma, is still small and quite movalde, for it was formerly deemed

an indisj^ensable indication for the employment of caustics of all

sorts that the skin should first be broken, and the condition of open

cancer be established.

The Principle upon which they are used.

What principle do we follow, or what natural process do we

attempt to imitate, in the employment of caustics for curing scirrhus?
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The principle is not always very correctly stated or distinctly enun-

ciated ; and I should, therefore, like to make a feAv remarks regard-

ing it. I hold in my hand the best monograph which we possess in

English on the nature and treatment of cancer—that of Professor

Walshe of London, who points out in one of his chapters different

ways in which cancers may possibly terminate in cure when left to

themselves. It is only to one of these modes of termination in cure

to which I wish at present to direct your attention particularly—to

that cure, namely, which is efi'ected in the way of mortification.

Under this head we find Dr. Walshe saying—" In some rare cases a

spontaneous sphacelus of the morbid substance and of the surround-

ing parts has led to the total separation of cancerous growths, and

been followed by the recovery of the patient. Garneri, Cruveilhier,

Everard Home, Cline, Steideley, Dupuytren, Richerand, C. T. Jack-

son, and others, have observed this fortunate accident." Then he

goes on to say, what is no doubt true, that " the separation of cancer

in the manner now described is not, however, as a necessary sequence,

followed by recovery. Cruveilhier alludes to a case in which healthy

cicatrisation set in after the fall of the growth, yet indurated masses

soon made their appearance in the cicatrix, and, though these were

destroyed with the chloride of zinc, the disease spread to the axilla."

I have seen it in like manner recur in the mamma after it had been

removed and enucleated by spontaneous sphacelus. But the oppo-

site and happier result has apparently been more frequently ob-

served. Now, it always appears to me that the question we have

to solve is. Can we not in all cases produce this rare and fortunate

accident, as Dr. Walshe terms it, by artificial means, turn an acci-

dent of nature into a certainty of science, and by inducing mortifi-

cation of the morbid mass, lead to its enucleation and separation 1

Dr. Walshe does not refer to this view of the matter further than

to notice two cases in which an attempt had been made to imitate

the natural process, and these cases he holds up rather as warnings

than as examples to be followed. One of these cases is altogether

so peculiar, and the procedure is one so unlikely to be repeated,

that I shall take the liberty of reading it to you as given by Dr.

Walshe in another part of his work. "The occasional fortunate

issue of cases in wliich mortification had destroyed the morbid

growth, led to the bold and hazardous proceeding of inducing arti-

ficial destruction of the kind by the inoculation of the matter of

common or hospital gangrene. M. Rigal, Surgeon to the Hotel Dieu

at Gaillac, appears to have had recourse to this experiment, in one
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instance at least, witli success of a very remarkaljle stamp. He
made a small incision in the centre of a mamma (so much enlarged

by an irregular, uneven, fixed varicose tumour, that it measured

thirty-one inches in circumference), and covered the place with lint

soaked in gangrenous sanies. On the third day the wound inflamed,

and exlialed a putrid odour. Gangrene made such rapid progress,

that in eighteen days the whole of the enormous mass had separated;

four months and a half after, the wound had completely closed
;

eighteen years later the lady was still living, and had never had a

relapse."

The experiment with hospital gangrene is certainly one which

neither you nor I would like to see repeated. But then comes the

question. May we not hope to attain the same object with as much

certainty, but with less risk, by means of caustics introduced into

the centre or below the base of the tumour 1 Formerly, as I have

told you, caustics and escharotics were applied only to cancers with

open surfaces, and then in such a manner as only to remove the

mass layer by layer until the base was arrived at. But matters are

now changed ; and since attention has begun to be more especially

directed to this department of surgery, various methods have been

devised—and these may yet be greatly improved upon—of destroy-

ing the tumour from the centre, or of blowing it up at once (if I

may so speak) from the base.

Varieties of Caustics.

As regards the substances employed, you will ever and anon find

the allegation is being made that some new vegetable has been dis-

covered, possessed of escharotic properties in a degree sufficiently

high to enable it to be used for the destruction of cancerous growths.

Such vegetable plants or preparations have never yet in reality been

discovered, nor are they ever likely to be. But there are a number

of powerful enough mineral caustics, which admit of division into

the three groups.

First of all, we have the concentrated alkalies, as potassa, lime,

and soda, which may be used either singly or combined. These

form admirable applications to chronic inflammatory indurations and

enlargements, as of the cervix uteri ; but they do not answer so well

in the case of cancers, for here their use is apt to be attended with

bleeding, which quenches the caustic.

Secondly, we have the group of tliu concentrated acids, such as

VOL. III. o
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tlie nitric, hydrochloric, and even the fluoiic acid, whicli I have

found to act in some cases as a good escharotic. Sulphuric acid

made up into a pasty mass with saifron and other substances has

been much used by Eust and Velpeau, and with good effect. But

in all instances these substances have only been applied superficially,

in the hope that they would sink downwards and exert a deep

escharotic effect, Avithout being introduced and imbedded in the

substance of the tumour.

Thirdly, metallic preparations have yielded the best results that

have as yet been attained. Of these, arsenic in its various forms

has always been much in vogue, and it matters little in which of its

forms it be used. You will always be hearing from time to time of

cures of cancer effected by non-professional people up and down the

country by means of particular preparations ; and on inquiry you

will almost invariably find the active ingredient to be some form of

arsenic. It certainly has a wonderful effect in searching and sinking

into and destroying the carcinomatous mass ; but there are two very

serious objections to its universal application. There is, first, the

intense pain which it excites, and which lasts for two or three days

after its application
;
and, secondly, the danger to life which attends

its USB) for its destructive effect is not always confined to the morbid

part, but it sometimes becomes absorbed into the system and causes

death, with vomiting and all the other symptoms of arsenical poison-

ing. The paste or preparation into which it enters as the main

ingredient does not usually contain more than from two to ten per

cent of the arsenic ; but even where it is present in a proportion no

higher than four per cent, it may become absorbed through the open

surface and produce its fatal effects. Landolphi made extensive use

of chloride of bromine, which has the disadvantage of being ex-

tremely suffocating. Canc|uoin of Paris acquired a fortune and a

reputation by his success in the cure of cancers by means of caustics,

and the preparation which he chiefly used was chloride of zinc.

This is a very deliquescent salt, and does not keep, except when

made up into the form of a paste with starch or flour ; it is, moreover,

very apt to cause hemorrhage, at least when used pure. But, on the

whole, it is an excellent escharotic. The pemitrate of mercury has

been much used by some practitioners, chiefly as an application to

lupus and corroding ulcers. Two years ago I showed that in a very

simple salt—^the sulphate of zinc—we have a very powerful caustic,

when it has been dried and reduced to a powder. I applied it at

first to superficial cancers, and in several cases with complete success.
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Last year I had an opportunity of sliowing to the class a poor

woman wlio for ten or twelve years had a large cancerous nicer on

the check, involving the facial nerve, and who had 1>een quite cured

by several applications of the dried powder. I saw ciuite lately a

lady who at one time suffered from a superficial creeping cancer,

which began on the neck, and spread in two years upwards to tlie

cheek and temples. In that case, too, the dry sulphate of zinc was

applied, and she is now quite well. To apply it to the base of a

tumour or into its interior, it may be mixed with sulphuric acid, as

first suggested by Dr. Thompson.

The greatest advance, however, which of late years has been

made in the caustic treatment of carcinomatous growths, does not

consist in the discovery of any new caustics, so much as it consists

of more clear and practical views as to the mode or modes of

employing them, and especially in the introduction of the destroying

agent into the centre, or beneath the base of the tumour, so as to

produce at once, or as speedily as jiossible, mortification of the

entire mass. Various methods have been tried for effecting this

object.

Two years ago a great deal of attention was attracted to the

subject in consequence of the alleged success which attended the

treatment of cancer by means of caustics in the practice of an

American, Dr. Fell, who was allowed in London to try his plan of

treatment on the cancer patients in the Middlesex Hospital. What
he did was first to remove the skin over the tumour by means of

nitric acid applied in lines to the surface, and afterwards to insert

some paste compounded with chloride of zinc into the fissures.

This was allowed to remain and exert its escharotic action for one,

two, or three days ; and then, after removing the slough with a

knife, he introduced some more of the paste into the deepening and

enlarging grooves. By repeating this process several times he

deepened the fissures, till they reached to the base of the tumour,

when the whole mass sloughed and separated. Chloride of zinc,

however, is, as I have told you, apt to cause bleeding, and the pro-

cedure is attended with this further drawback, that it involves the

use of a knife, and that, as we have seen, is always a source of dread

to patients.

You will find an ordinary quill -pen to be an instrument as

ffficacious, and, to the patient at least, much less formidable than

the knife. If you make use of the caustic made by saturating strong

sulphuric acid with a quantity of sulphate of zinc, dried and
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powdered, you can manage by dipping the pen in this mixture, as

if you Avere going to write mth it, to lay it in a number of lines

across the tumour, the number of lines corresponding to the size of

the growth which you wish to destroy. Very speedily the sulphate

of zinc kills the skin in the course of the lines which you have

drawn, and if you will now scratch assiduously with the filled pen

along these lines, you will cut through the skin in a few seconds.

Leave for a day the fissures filled with the caustic paste, and then every

day or two, by renewing the application of the scratching and caustic,

you can cut down to a greater depth. In making the first applica-

tion, I usually make a fissure of about a fourth or three-eighths of

an inch in depth, and then destroy the tumour more deeply by suc-

cessive applications. In this way five or six days may suffice for

the removal of a good-sized tumour. Let me add, that in thus de-

stroying and digging out, as it were, from its very base, a cancerous

tumour of the mamma, or other external part—neither of the two

caustics applied by the quill would suffice singly and individually.

If you used the sulphuric acid alone, you will find that the acid so

chars and hardens the spot to which it is applied, that you cannot

next day cut or scratch deeper through it with the pen ; while the

sulphate of zinc paste with the sulphuric acid keeps the parts soft

and pliable. Again, if you used sulphate of zinc alone, you could

not cut through the skin, or penetrate deeply with it. For that

purpose the aid of the sulphuric acid is required, and the relatively

slighter pain attendant upon this than upon most other caustics is

perhaps explicable by the fact that sulphuric acid acts almost instan-

taneously in producing its destructive eff"ects upon living tissues.

Usually the healthy skin at the edge of the sloughing-out mass is

granulating, contracting, and partially cicatrising before the dead

tumour itself separates. Dress the exj^osed tissues or ulcer, before

and after the tumour is enucleated, with black wash, chloride of

zinc, sulphate of zinc, nitrate of silver, or any other appropriate

surgical lotion.

M. Maisonneuve of Paris has of late recommended the employ-

ment of what he calls caustic " arrows
;

" a practice, however, not

entirely new either in French or English surgery. These are little

pieces of paste containing chloride of zinc made into the form of

small cones, sharp at the point, to facilitate their entrance into the

substance of the tumour. In applying them he sometimes makes

punctured wounds into the tumour all round its base, and into each

wound introduces an " arrow," in the manner shown in Fig. 37.
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Again, instead of conical arrows introduced into the base of a

tumour in a circular direction, he sometimes makes use of small

flattened pieces of caustic paste introduced in great numbers from

Fig. 37.

the surface of the tumour, and all parallel to each other (Fig. 38).

In other cases he has the caustic introduced in the form of a larger

ovoid mass right into the centre of the tumour at once (Fig. 39).

Some of these arrows, which I here show you, were made according

to his description, but I find them too soft to be

easily introduced, and if a wound be previously

made, they do not suffice to check the bleeding. I

have caused some others to be made up with sul-

phate of zinc, which are harder ; but hemorrhage

is apt to accompany both kinds, which they are

both utterly unable to arrest. I made the attempt

in the end of last week to produce sloughing in a

cancerous mamma by the insertion of chloride of

zinc arrows into the centre of the tumour ; but

such a severe hemorrhage occurred that I was

obliged to desist and to apply perchloride of iron to check the

flow. Might not arrows made of chloride of zinc and perchloride

of iron answer better 1

We may yet find a means of applying caustics to the interior or

to tlie base of cancerous masses which shall be more effectual than

Fii;. 39.

introduction of conical arrows into the

radiated cauterisation or destruction.

—

Fig. 37. Diagram illustrative of tin

l)a.se of a tumour for its circular or

(Maisonneuve.)

Fig. 38 shows the mode in which flat arrows are introduced for parallel or

fascicular cauterisation or destruction of cancerous tumours. —(Maisonneuve.)

Fig. 39 shows a fusiform arrow, such as is used for the central cauterisation or

destniction of cancerous tumours.—(Mai.sonneuve.)
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any of those to which I have referred. I attempted in some cases

to inject a saturated solution of sulpliate of zinc into the heart of a

scirrhous mamma by means of a small syringe, such as I hold in my
hand. It is that contrived by Dr. Alexander Wood, for the sub-

cutaneous injection of narcotic fluids, and consists simply of a small

graduated glass syringe capable of containing thirty or forty minims

of any liquid, with a very fine silver tube screwed on to the nozzle.

This tube is tipped with steel, and sharpened in such a way that

the canal opens at the side close to the point. By means of this

instrument, various substances might be injected into the tissues ;

but its use, as I found in the cases in which I employed it, is

attended with this drawback, that the fluid will not enter into the

hard scirrhous texture so readily as it will pass around it, destroying

and decomposing the softer and healthier tissues.

Perhaps this objection could be got over by usmg a somewhat

similar instrument, provided with a wider and stronger tube, like

that of a paracentesis trocar, which could be made itself to pene-

trate into the centre of any scirrhous or cancerous mass : and the

escharotic with which it is filled should be left in the track of the

trocar as it is withdrawn, instead of being injected through it. If

necessary, it could be passed in many directions through the centre

and substance of a tumour, without requiring to be i^assed more than

once through the skin.

Perhaps you will excuse me adding that I have now several

times seen small fatty tumours of the body, talpse or wens of the

scalp, etc., die in the centre, and their contents become eliminated,

after they were injected, in small quantity, with saturated solutions

of sulphate of zinc, perchloride of iron, etc.

Applications of Caustics to the Cancerous Cervix Uteri.

I have, in the jjreceding observations, dwelt at such unexpected

length upon the application of caustics to the cancerous mamma, as

to have forgotten to speak of their application to the cancerous

cervix uteri. The principles of their utility and application are

indeed the same in both organs ; but at the same time there are

one or two important points of diff"erence. First, the epithelial

form of cancer is infinitely more common in the cervix uteri than

in the mamma, and all pathologists knoAV that the excision by

the knife, or the destruction by caustics, of epithelial cancer, is

more likely to be successful than the excision or destruction of
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common cancer. But while we are thus entitled to hope for

better .success in the surgical treatment of a tractable case of

uterine mammary cancer, the application of caustics to the cervix

uteri is attended with more danger than to the mamma, as the

peritoneum is in such close propinquity as to be readily reached and

fatally injured.

I have seen potassa fusa frequently applied to cases of cancer

uteri which appeared limited, but still beyond the reach of excision.

In most cases it failed to do any good
;
perhaps indeed in most it

did harm, as it is almost impossible to apply it in cancerous

disease so as to produce any great slough ; for bleeding almost

invariably supervenes and arrests its action. In one case which I

saw with Dr. Moir, it was often applied by him, with the result at

last of bringing out a large and apparently complete slough ; and

the patient has since that period—now ten or twelve years ago

—

remained quite well.

The most manageable of all strong caustics, as applied to this

part of the body, is dried sulpliate of zinc. You may apply it

either through the speculum in the form of the simple powder,

laid on in thick quantity upon the part which you wish to destroy,

or you may apply it without the speculum at all, in the form of

two or more medicated pessaries, made with as much of the

sulphate as the ointment can be made to take up. In this latter

case, you apply the medicated pessary with the fingers to the

cavity of the existing ulcer, and fill the cavity carefully with two

or more pessaries. It is always further well to introduce into

the vagina below two or three pessaries, made with carl)onate

of soda, to neutralise the zinc if it happen to run down. I have

been much pleased with the results of this treatment in a few

cases ; but the practice is too recent to be able to obtain

sufficiently accurate results. In one of the first cases in which it

was used—the notes of which were drawn up carefully by my
assistant. Dr. Skinner, who took a deep interest in its manage-

ment— the patient was a woman of thirty-eight years of age,

who came from the Highlands to consult me in the beginning of

September 1856, in regard to a constant and sometimes profuse

raeiiorrhagia which had set in three months before, and had been

going on almost uninterruptedly until the time when I saw her.

She had been married for five years, and had given liirth to three

childreu, the youngest of whom was then about twelve months

old. On making a vaginal examination, I found the cervix uteri
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enlarged and indurated, and though still somewhat mobile, it

was the seat of an extensive ulcer, with ragged, indurated,

irregular margins, soft and boggy in the centre, secreting a quan-

tity of sanious fetid fluid, and bleeding freely when touched.

Her general health had begun to give way, and her face was

already marked by the cadaverous look and the sallow hue which

are supposed to be peculiar to those who are the subjects of the

cancerous cachexia. Dried sulphate of zinc, in the form of a fine

powder, was freely applied to the ulcerated surface ; and as one

application did not seem to be suflBcient for the removal of the

morbid mass, it was repeated on the third day by my assistant.

When I examined the patient a few days after the first application

of the escharotic, I could hardly believe at first that it was the same

case—so great was the change that had taken place. The indura-

tion was all gone, the bleeding and oflFensive discharge were stopped,

and a puckered defined slough, which j^resented an exact model of

the ulcer, was beginning to separate. On the ninth day the slough

was completely detached, and a simple cicatrising sore was left. As

for further treatment, she was ordered to take fifteen drops of the

tincture of the muriate of iron three times a-day, and occasionally

alterative and aperient powders of rhubarb and soda. The healing

surface was touched occasionally with some tincture of the muriate of

iron, and the patient was ordered to use injections containing alumi-

nated iron to remove a flabby patulous condition of the os uteri.

The patient was only five weeks under treatment altogether,

and at the end of that time she returned home, with the local

disease completely destroyed, and her general health in a great

degree restored. Ten weeks afterwards I heard that she had

remained perfectly well ; and only yesterday morning I had a letter

from Dr. Irvine of Pitlochrie, telling me that she had lately been

confined of a healthy mature child, after a labour which was some-

what tedious in the first stage, from the undilatability of the os, but

otherwise quite normal and natural. She is now, he further states,

" in perfect health. The os uteri is somewhat uneven, but there is

neither hardness, ulceration, nor discharge. Indeed, the woman
has never experienced any discomfort since she passed from under

your charge."

In reference to the use of caustics for cancerous diseases of the

cervix uteri, .1 have only this further remark to make— namely,

that we have at least one very interesting case recorded to show

that the simple muriate of iron may prove to be a most useful
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agent in the destruction of carcinomatous growths. I alkide to a

case occurring in the practice of my friend, Dr. Boulton of Horn-

castle, who had a patient with epithelial cancer of the cervix uteri,

which had attained a considerable size, which frequently was the

source of profuse hemorrhage, and which was quite friable, and

broke down under examination with the finger. He applied some

tincture of the muriate of iron to the broken-down tissues, and this

seemed to act by coagulating the blood in the small Ijlood-vessels of

the part, and so destroying its nutrition that it mortified and

sloughed away. Perhaps a saturated solution of the perchloride

would act still more effectually. The disease returned, and was

again treated in the same way, and with the same result ; and after

it had in this way several times recurred and been destroyed, it was

finally cured, and the patient has now remained well for several

years. The observation is an extremely interesting one, for it may

be, that while arsenic would destroy the cancerous parts, and then

pass deeper and exert its poisonous action on the whole liody, iron

or some other metal may have merely the more local elfect of

poisoning the morbidly-disposed cells in and near the diseased part.

And in reference to this matter, you must remember that iron in

its various forms is also one of the best of all tonics that you

can prescribe for a cancer-affected patient. There is evidently in

such cases a diminution of the quantity of iron in the blood, as is

shown also by chemical analysis
;
they are usually chlorotic ; and so

convinced was Mr. Carmichael of Dublin of the beneficial effects of

iron in the treatment of cancer, that he proposed to keep patients

saturated with it as the best means of checking the progress of the

disease. It certainly is one of the best tonics we possess for such

cases ; and a few instances like that narrated by Dr. Boulton

would show it also to be a very admirable escharotic, and might

lead to its more general application for the local destruction of the

carcinomatous growth.

[In some cases of carcinoma uteri, where there was no hope of

eradicating the disease, and no possibility of excising the affected

part, I have seen Sir James scoop out with his finger-nail, or a

curette, as much as possible of the diseased mass. This proceeding

had the effect of checking for a time the local progress of the malady,

and of allowing the patient's general health to rally from the ex-

haustion produced by the excessive discharges from the cancerous

surface.—A. E. 8
]
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LECTURE XII.

ON COCCYGODYNIA, AND THE DISEASES AND DEFORMITIES

OF THE COCCYX.

In the first bed at the right-hand corner as you enter the ward for

female diseases there lay a patient, whose history is interesting and

instructive in more than one respect. I call your attention to her

case now, inasmuch as she afforded a well-marked instance of a

disease of wliich you will find, I believe, no description in any book,

and on account of which I deemed it necessary to subject her to an

operation, such as has not before, so far as I am aware, been per-

formed, at least under similar circumstances. I shall, first of all,

briefly relate to you the history of the case ; then take occasion

from it to make some observations on the nature and symptoms of

the disease from which the patient suffered
;
and, lastly, try to point

out to you how it may be most successfully treated.

E. F., a married female, of 40 years of age, never had any

children, but menstruated regularly and painlessly, and enjoyed

good general health until about two years ago. At that time

her menstrual discharges began to be more profuse and frequent

than usual, and to be attended at times with pain. Tliis she for

a long time disregarded, believing the phenomena to be due

to the " change of life ; " but as she was becoming gradually

weakened by the excessive losses of blood, she applied at my
house for advice, about six or eight months ago, just after re-

covering from a severe attack of menorrhagia of three weeks'

duration. In addition to the bloody discharges, and at the

intervals between them, she suffered from a constant fetid leucor-

rhoea ; and she also complained of occasional shooting pains in the

back and lower parts of the abdomen. She was much emaciated,

and had a very cachectic appearance ; and my nephew. Dr. Alexander

Simpson, who then saw her, found the cervix uteri to be very much
enlarged, indurated, and ulcerated ; and it felt rough and irregular,

like a commencing cauliflower excrescence, and bled freely when
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rudely touched. The ulceration and induration were not distinctly

limited to the cervix, however, so that no hope could be entertained

of curing the disease by amputation of the cervix uteri. But the

dried sulphate of zinc was applied on several occasions, with the

happy result of causing nearly the whole of the indurated and in-

filtrated mass to slough away, and there is now left a firm and

healthy cicatrix. The patient does not now suffer from any un-

usual loss of blood, although she menstruates freely and regularly
;

and, so far as regards the uterus, she may be considered perfectly

well, if we except a small hard knot in the anterior lip of the cervix,

which may still, perhaps, be regarded as suspicious. But as she

recovered from her uterine disease, and as the sym^Dtoms attendant

on it began to disappear, she commenced to complain, after sitting

on the damp grass in her avocation as a washerwoman, of a dull,

aching jiain seated in the very lower extremity of the spinal

column, for which my nephew contented himself with prescribing,

in the first instance, a belladonna plaster, and afterwards various

local anodynes and general tonics for a space of two or three weeks.

As this pain, however, instead of abating, seemed always to become

more constant and harassing, and as the patient could not sit down
except on one liip at a time, and even then with the greatest suffer-

ing, an examination was made of the painful part, when it was found

that the coccyx was uiaisually straight and long, so that it reached far

backwards and downwards, while the very tip of it was felt through

the rectum to be projected suddenly forwards. Pressure of the

coccyx and movement of if in cmy direction caused jmin. To subdue

this sensibility thirty drops of a watery solution of the bimeconate

of morphia were twice injected into the soft parts around the bone,

on two different occasions, and with an interval of several days

between each injection. This measure had the effect each time of

deadening the pain, but it led to no permanent result. The next

step employed for her relief was the separation of the coccyx from

all the surrounding muscles, tendons, and ligaments, which was

done subcutaneously, with a tenotomy knife. Three or four weeks

afterwards the patient returned, saying that for a time she had felt

better, but that during the last week she had suffered as much pain

as ever, and was incapacitated for work from it. She was, in con-

sequence, sent into the hospital ; and on Saturday, June 3, I

removed the two lower segments of the coccyx by cutting down
upon them through the skin, and dividing the bone -with a pair of

bone-pliers ; and then the separated portion being pushed through the
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wound by the finger of an assistant passed into the rectum, it was

easily detached from the soft parts, and so removed. The edges of

the wound were brought together with two iron-wire stitches,

which were removed some days afterwards, and the wound is now

almost closed up.

Amputation of the coccygeal bones has been had recourse to in

this patient, as it seemed to afford her the best chance of relief

from a peculiar form of disease, which is anything but rare, although

no written account of it has, so far as I know, as yet appeared. If

you will take the trouble to make inquiry of observing men in ex-

tensive practice, or if you have the ojsportunity of making the

observation for yourselves, you will find that cases are ever and

anon occurring, where the patient complains of pain in the region

of the coccyx, very constant, and aggravated by certain movements

of the trunk, and usually attributed by the patient to some kind of

direct injury, or to exposure to cold. The most common cause of

tlie disease, so far as I have been able to discover it from inquiries

addressed to the patients themselves, is injury of the coccyx, in-

flicted either by falling backwards upon it, or, more frequently still,

brought on by sitting down suddenly and forcibly on the corner of

a chair or other angled body. Often enough, however, it is impos-

sible to trace it to any traumatic origin ; and the patient can only

tell you, as in the case of our patient in the hospital, that she had

been sitting on damp grass, or had been otherwise exposed to cold,

before she began to experience the pain ; or she may be altogether

unable to adduce any assignable cause. I say she, because all the

patients whom I have yet seen affected with this disease have been

of the female sex
;
although I presume it is not entirely confined to

them, and it is even not very clear why they should be more sub-

ject to it than the members of the other sex. I have said that

when you have been made aware of the j^ossibility of the occurrence

of this complaint, and when you begin to look out for it, it is by no

means very rare. Diseases, like other objects in nature, sometimes

seem rare, not because they are so in reality, but merely because

our attention has not happened to be fully called to the recognition

of them as they pass before our eyes. I think you will hold me

justified in making this remark, when I tell you that within the

last three weeks I can count up at least ten cases of this particular

malady which ! have seen in private or consultation practice. Of

course it is a very unusual circumstance to meet with so many
during such a short period ; but it is not more wonderful than what
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ofteft enough occurs in the experience of all surgeons in extensive

practice, who find that during a short space of time they may have

a succession of cases all presenting the same form of injury— as an

epidemic, as it were, of fractures or dislocations—and that a long

period may elaj^se before they again meet with a similar case. Such

a rapid succession of cases of the kind I allude to is, I repeat, of

course an exceptional occurrence. But I know of old, and on look-

ing back upon many past years of practice, that I have seen and

recognised a great many cases of this disease ; and I have probably

seen many others also, the true nature of which I did not at the

time understand. It is, therefore, I believe, by no means an

uncommon disease ; and if you can discover and succeed in curing

it, you will often get much credit to yourselves. 'That you may be

enabled to do so, let me tell you how you are to detect it, or point

out to you

The Symptoms of the Disease.

The leading symptom of the disease is pain in the region of

the coccyx, experienced by the patient whenever she sits down and

rises, and sometimes while she remains in a sitting posture. Most

of the patients affected with it are obliged to sit on one hip, or

with only one side resting on the edge of a chair, or with the

weight partially supported by a hand on the chair ; and they are

rendered sometimes very awkward and miserable in consequence.

Some of them actually dread sitting down—so great is the pain

then felt ; and not only so, but, as I have hinted already, the pain

is in many cases aggravated or renewed whenever it becomes neces-

sary again to resume the erect posture. There are other move-

ments of the coccyx besides, which are liable to be attended in such

cases with pain. Thus, some patients have pain with every step

they take in walking, while in others the movements of ^progression

excite no uneasiness whatever. Others, again, feel the pam most

when the bowels are being evacuated, or under any circumstances

in which the sphincter or levator ani, or the ischio-coccygeal muscles,

are called into action. The pain is not in every case very acute or

intolerable ; and you will sometimes meet with patients who have

borne with it for many years, sometimes without having sought any

relief at all, sometimes in despair from the inefficacy of the remedies

that have been employed. I have under my care just now a patient

suffering from menorrhagia, who tells me she has been annoyed

more or less for about twenty years with a pain of this descrip-
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tion in the coccyx, not very severe, but which she has never found

any means of alleviating, though formerly she consulted various

physicians and surgeons on the subject. Again, the pain is not at

all times equally severe in the same patient. When in Cumberland

lately, I saw a lady who had kept her bed the whole winter, because

of the excruciating pain which she experienced in attempting to sit

upright or walk about ; but who, at the time when I saw her, had

got so far relieved as to be able to move about a little. The dis-

tinguishing feature of the disease in every case is that the pain is

felt at the lowest part of the spine, or rather in the site of the

coccyx, to which it is always specially referred by the patient, and

where pressure always aggravates it. Pressure and movement of

the coccyx, too, with the finger in various directions, produce pain,

and the kind of movement which is thus attended with suffering,

differs in different cases.

Nomenclature of the Disease.

If it be desirable, as I think it is, to give the disease which I

have described a distinct designation, I think that by availing our-

selves of the Greek (oSwri^ pain), which enters into the composition

of several names already sufficiently familiar to our ear, we can con-

struct a name for this disease that will serve for its admission into

a nosological list. We are constantly in the habit of speaking of

pain in the side as pleurodynia, and the designations gastrodynia

and mastodynia are in common use for pains in the stomach and

pains in the mammte ; and following this analogy, it seems to me
that we might very conveniently refer to this painful affection of

the coccyx under the analogous name of coccygodynia. Besides that

it is sufficiently terse to be easy of use, the designation presents

this great advantage, that it involves no pathological theory as to

the nature of the affection, but simply expresses its most striking

symptom. But what theory can we form as to its proximate

cause ? or what, in other words, is

The Pathological Nature of the Disease 1

I believe that the pain which is the characteristic of coccygo-

dynia is excited during the action of particular muscles, or

particular sets of muscles, and that when the coccyx or rather

the coccygeal joints have been in any way injured, or when it or

its surrounding fibrous tissues have become the seat of inflam-
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mation, or other morbid change leading to snper-sensitiveness

of the part, any action of the muscles in connection with it

which causes motion of the coccygeal bones, will, at the same

time, give rise to a feeling of pain. Now, in order to under-

stand aright the circumstances under which pain is likely to be

produced by the action of muscles on an inflamed or otherwise

Fig. 40.

diseased coccyx, I must beg of you to recall to mind your

knowledge of its normal anatomy ; and to revive your recollec-

tions on this subject, I show you here a sketch of the coccyx in

its muscular and tendinous relations, which has been obligingly

drawn for me by our able demonstrator, Dr. Cleland, from a dissec-

Fig. 40. >Sketcli of the anatomical relations of the coccyx, a. Great sacro-

sciatic ligament, b. Small sacro-.sciatic ligament, c. Surface from which the

gluteus rnaximus muscle (h) has been detached, d. Sphincter ani. c. Levator

ani. /. Coccygeus muscle, g. Fascia in contact with the rectum, h. Glutens

raaximus of left side.
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tion made for tlie purpose bj;' my former class-assistant, Dr. Peter

Young. (See Fig. 40.) This will serve to remind you that the

coccyx gives attachment along either side to portions of the greater

(a) and lesser (h) sacro-sciatic ligaments ; and that as regards muscles

it has inserted into it— 1. the internal extremity of the fibres of the

ischio-coccygei (/), which arise at their outer extremity from the

inner surface of the tuberosities of the ischia, and pass directly

inwards to be attached to the outer border of the coccygeal bones

along its anterior aspect ; so that, when both muscles are in action

at the same time, their tendency is to draw the coccyx somewhat

forward, and when only one is in action the coccyx will be drawn

to the corresponding side. Then, 2. from the extremity of the bone

spring the tendon of the sphincter ani (d), and some of the fibres of

the levator ani (e), which have a powerful effect in pulling the end

of the coccyx inwards whenever any straining action of the muscles

that close in the pelvis becomes necessary, as in defecation, cough-

ing, etc. But, 3. the most powerful muscles connected with the

coccyx are the large gluteal muscles (h) of either side, some of the

tendinous and muscular fibres of which rise directly from the

posterior surface of the bone (c), while others may come to act upon

it indirectly by means of their origin from the great sacro-sciatic

ligament. In sitting down and in rising up the glutei of both sides

are simultaneously in action, and during progression when the body

is swayed from side to side they act in succession. Now I have

already told you that in some patients pain is experienced most

severely during these movements, and I think that in them the pain

is fairly referable to the traction upon the coccyx exercised by the

great glutei muscles. Other patients, again, complain of pain chiefly

when the bowels are being moved, and in them the sensation is pro-

bably due to the action on the coccyx of the sphincter and levator

ani ; while in a third class of cases pain may very possibly be excited

during the contraction of the coccygeal muscles, as in the act of

sitting down. It is by no means very easy to understand why the

action of particular muscles should thus be attended with the pro-

duction of pain in particular instances. It may be that the disease

is confined to the tendons of the muscles ; or to the portion of the

coccyx from which they spring
;

or, possibly, certain muscles during

their action may bring the bone into contact with a super-sensitive

nerve or inflamed structure, and in this way give rise to the

painful sensation. Again, the fact of the disease being more common
in women than in men, or being confined indeed almost exclusively
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to the fovmer, may be due to the greater development of the gluteal

muscles, which results from the larger size of the female pelvis. It

is not necessarily due to lesions sustained during parturition, although

sometimes so produced ; for it occurs as frequently in the young and

unmarried as in those who have passed through one or more confine-

ments ; and more probably it is dependent in some way on the

peculiar form and large size of the female pelvis, and on the greater

development of the gluteal and perineal muscles which results there-

from. But, however that may be, we have most convincing proof

that the pain is elicited by the action of the muscles, in the fact that

separation of the fibres of these muscles from the coccyx often affords

the most effectual and instantaneous relief. And this leads me to

speak next of

The Treatment of the Disease.

Formerly, before I knew much of the nature of the complaint, I

used to have recourse to many different remedies, and many different

modes of treatment, in order to jirocure for my patients relief from

their pain. Opium in its various forms, belladonna, hyoscyamus,

and a variety of other sedatives, were all administered internally, or

applied locally ; but only in general with the most temporary benefit.

Suspecting that the pains might have somewhat of a rheumatic

character, I in some instances caused the patient to make use for a

length of time of the remedies which are usually most efficacious in

the treatment of diseases dependent on the rheumatic diathesis ; and

in other cases I have administered the various preparations of iron,

zinc, arsenic, and other antineuralgic tonics, for a lengthened period
;

but generally none of these modes of treatment seemed to afford any

real relief, and by none of them have I ever succeeded in effecting

a permanent cure, except in a very limited class of cases. There are

some cases where the pain seems to be clue to acute inflammation^

probably of the sacro-coccygeal articulation, or of some of the joints

between the several segments of the coccyx itself ; and in such cases

I have seen great benefit result from the application of leeches over

the part, followed by counter-irritation, while the patient was kept

at perfect rest, and subjected to other antiphlogistic treatment. I

have sometimes tried the use of acupuncture-needles ; and not unfre-

quently I have had recourse to the subcutaneous injection of a

solution of morphia into the tissues around the coccyx ; and this

plan of treatment, which is usually so successful in the treatment of

local neuralgias, has comparatively seldom had the effect in this

VOL. III. P
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disease of relieving the pain, and never, so far as I can remember, of

producing a perfect and permanent cure. All kinds of constitutional

treatment, and most forms of topical applications, are often, however,

almost or altogether of no avail for the cure of this disease ; and the

only means of obtaining radical relief—and happily it is a means

which proves successful in almost every case—is the complete sepa-

ration from the coccyx of the muscular and tendinous fibres that

are in connection with it. To effect this, you must introduce a

tenotomy-knife underneath the skin, at a short distance from the tip

of the coccyx, pass it along the posterior aspect of the bone, and

then divide the muscular and tendinou,s attachments, first on one

side, and then on the other, and finally all round the tip of it. It

is not in every case necessary to make such a free division as I have

indicated. In some instances division of the fibres of the gluteus

maximus of one or the other side will suffice, or detachment from

the coccyx of the sphincter and levator ani may be all that is

requisite for a cure. This simple operation is easy and rapid of per-

formance, like other examples of subcutaneous surgery is not attended

\vith bleeding, and is attended with no great degree of suffering

;

and the result is in almost every case instant relief of the pain, and

in most cases a perfect and permanent cure of the disease. In illus-

tration of these remarks, perhaps you will allow me to read you the

history of a case of this disease which was cured in the manner I

have described to you. The patient was a lady from India, who

came under my care several years ago ; and the history of her case,

which I am now about to read to you, was drawn \x\} for me by the

lady herself

" On the 5th November 1852, while taking my usual morning

ride on my favourite horse, about fifteen hands in height, he

suddenly shied. I was thrown, and so severely shaken and

injured that I fainted on the spot, and could not suffer to be

touched or moved for a considerable time thereafter. On being

taken home I fainted again, from the excessive pain in the lower

extremity of my body, which baffled all and every remedy to

alleviate or remove ; and for six weeks I could neither turn nor

attempt to move from my couch. At length I began to get about

again, suffering great inconvenience from my accident both in a

sitting and reclining posture— the latter especially, which in

travelling caused me intense and excruciating torture. Indeed,

after travelling some hours in a carriage, I quite dreaded getting

up to step out of it, as I could not do so without severe spasms. I
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returned to England early in 18r)3, and hoped its bracing climate

would speedily rectify all that was amiss with my back ; but in this

sanguine expectation I was disappointed, and still doomed to drag-

on a miserable and wretched existence up to the 4tli March 1855,

when, as if by magic, I obtained immediate relief from a slight

operation performed upon me by Dr. Simpson."

The treatment in this case consisted, I say, of the isolation of

the coccygeal bones from the surrounding tissue by means of a

tenotomy-knife ; and the result of this simple operation has proved

as satisfactory and permanent as the relief obtained by it was

instantaneous and complete. In the case of another lady from

India, who had long .suffered from coccygodynia, while I was

performing the same simjile operation to effect her relief, an acci-

dent occurred. I was dividing the last fibres of the coccygeal

attachments, when the slender knife gav(i way, and Ijroke among

the dense structures. I told the patient of it, and she at once raised

herself up in alarm to hear of the calamity ; but before I had done

telling her of v/hat had happened, she had had time in sitting up

to discover that she had been cured of her disease
;
and, rejoiced

at the discovery, she ciuickly replied, " Oh ! never mind
;
my

pain is gone—let the knife remain." And there, for aught I know,

it remains to this day— an illustration of a pathological law to

which I have already directed your attention in the course of these

lectures— viz. that pieces of iron and other metals may remain in

contact with the living tissues, and may lie imbedded in their

midst for any length of time, without giving rise to any marked

degree of inflammatory action. And the striking effects of this

simple operation for the cure of coccygodynia are not confined to

those cases where it is had recourse to at a comparatively early

period of the disease. I have under my care just now a patient

wlio has been a martyr to it for twelve years past, and who, night

and day, used to suflfer great pain whenever she made any move-

ment of the body. Yet, in her case, isolation of the coccyx, in the

manner I have described to you, produced immediate relief, and

ever smce the operation was performed, a fortnight ago, she has

been perfectly free from pain.

I have met with one or two cases of coccygodynia, however,

which I have failed to cure by means of this operation ; and

where division of the muscular and tendinous fibres—even the most

complete—and thus setting the coccyx perfectly free and perfectly

at rest for a time, has merely eased the pain temporarily without
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relieving the patient of it altogether. In our patient in the hospital

the operation proved thus unsuccessful, and therefore I put in practice,

what I had often thought of having recourse to, the more radical

measure of removing altogether the coccyx or a portion of the bone.

This amputation of some of the segments of the coccyx Avas resolved

on the more readily in her case, because in her the several bones of

it seemed firmly anchylosed, and it at the same time projected un-

usually low down, and was turned suddenly inwards at the tip-

Making an incision of about two inches in length through the skin

stretched tightly over the end of the bone, I exi^osed the latter, and

having separated it from its connection with the soft parts, and

divided it between the second and third of its vertebrae with a pair

of bone-pliers, its two lower segments were easily removed. I have

another patient suffering from this disease, in whom I have re-

peatedly had recourse to the isolation of the coccyx by means of the

tenotomy-knife, but always with the effect of producing only a tem-

porary relief ; and in her case I have long proposed to perform an

operation similar to that jjerformed on the patient in the ward, if

the results prove as favourable as we desire, and as there seems at

present every reasonable prospect of attaining. Removal of portions

of the coccyx is an operation that has been performed more than

once before, in cases of necrosis in some of its segments ; but I be-

lieve its performance under the circumstances I have been describing

to you is altogether novel.

I have said that, as a general rule, the result of constitutional

treatment of any kind affords us little hope of being able to cure

this disease by its adoption. But, as I have already hinted, there is

a class of cases, of which I have seen a few rare instances, where the

pain seems to partake somewhat of a neuralgic character, and where

I think I have seen the patient benefited by the use of the remedies

which are usually employed for the cure of neuralgic affections. At

all events, wherever you find a patient complaining of pain in the

coccyx, who at the same time is affected with pains in the other parts

of the body, and who has the unhealthy chlorotic aspect common to

those subject to neuralgia, you would do well in such a case to put

your patient through a course of iron, arsenic, zinc, manganese, or

other nervine tonics, or to make her use some of them in combina-

tion for a time. By this means you may possibly succeed in curing

the coccygodynia and in dispelling her other symptoms ;'and should

that plan of treatment fail in effecting a cure, it will still form a very

good and safe measure preliminary to the adoption of the severer
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but more certain operative procedure. I would only add, in con-

nection with this point, that there is a leash of nerves lying all

round the coccyx ; and I once imagined that the relief obtained by

isolation of the bone was due to section of these nervous cords ; but

now the explanation of the phenomenon which I have already given

you seems to me to be the more probable, and that when the coccyx

is separated from the surrounding tissues, no more pain is ex|jerienced,

because the bone is by this means freed from the action of the muscles

formerly in connection with it, and is thus j^laced in a condition of

absolute rest.

As I am speaking of the coccyx, you will allow me to add, that

if more attention were directed to the pathological and anatomical

history of this organ than has hitherto been accorded to it, it would

probably be found to be subject to diseases and disorders such as

have hardly been even suspected. In the wide field of anatomical

and pathological investigation, gentlemen, there is still much room

for original observation and research ; and the corner of it, to

which I am now trying to turn your attention, has hitherto remained

entirely unexplored. We have no thesis or monograph of any kind

on the subject of the coccyx in its pathological relations
;
yet the

organ is subject to various morbid conditions Avhich are well worthy

of careful examination. I have been telling you something about

one of these morbid states, to which I have ventured to give a

name and a place in pathology ; and now, to interest you still more

in the matter, and to show you in what direction inquiry might be

most profitably directed, let me briefly indicate to you some of the

other lesions to which the coccyx is liable. And first, a word or

two as to the

Injuries of the Coccyx in connection with Parturition.

The coccyx is, as you know, articulated to the lower end of

the sacrum by a joint resembling those which unite together the

several vertebra; higher up in the spinal column ; and this sacro-

coccygeal articulation is sometimes found to be inflamed, as a

result of injury sustained during the parturient process. While

labour is going on, as the head of the child descends along the floor

of the pelvis, the coccyx can often be felt to be stretched very

much backwards, and under the strain to which they are sub-

jected some of the fibres of the anterior ligaments which bind this

bone to the sacrum may be torn and give way, and in the joint

tlius exposed and injured inflammation is very apt to be set up.
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I have seen it swell up and become very painful from tliis cause

after delivery ; and in one case the inflammation thus set up led to

the formation of an abscess, or, without producing any such imme-

diately bad effects, the inflammatory process may subside, and end

merely in the production of anchylosis of the sacrum and coccyx,

and then the evil eff'ects of it may pass unnoticed till the patient

comes again to he in labour, when it ^vill be found that the unyield-

ing bone presents a great obstruction to the progress of the foetal

head. A good many cases have been put on record where it was

averred that fracture of the coccyx had occurred during labour, and

where, probably, the accident was of this nature, that the sacrum

and coccyx had become anchylosed together as a result of some

foregoing inflammation in the joint ; and under the pressure to

which the coccyx was subjected during parturition the morbidly-

adherent bones became again disunited. If the coccyx be turned

very much inwards towards the cavity of the pelvis at the time

when it becomes united to the lower end of tlie sacrum, the obstruc-

tion which it then off"ers to labour will be much greater than when

it remains in its normal position after anchylosis had taken place,

and it may then be found necessary to have recourse to some

operative measure to promote the progress and to admit of the

termination of the labour. "What operation should be performed

in such a case 1 Some say that it then becomes necessary to destroy

the child, and to eff'ect delivery of the mother by means of cranio-

tomy ; but if you will observe the course pursued by nature

when allowed to terminate such a case unaided, you will find

that she has a much simpler plan, which you can easily imitate,

and by following which you may succeed in bringing the labour

to a successful termination, without having recourse to the dreadful

operation of craniotomy. What nature does in such cases I had

once an opportunity of observing in a patient who was confined

in the old Lying-in Hospital here. In a former labour this

patient had suffered some injury of the coccyx, which ended in its

becoming anchylosed to the sacrum at such an angle as to cause

it to project inwards towards the cavity of the pelvis, where it

now formed a firm and unyielding obstacle to the progress of the

fcetal head. For when the head descended to the point in the floor

of the pelvis where the point of the coccyx was protruding, it was

there arrested, and remained fixed and immovable for a length of

time, when at last, during a strong contraction of "the uterus, tlie

projecting bone gave way under the pressure of the cliild's head, the
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adherent bones were separated from each otlier, and the cliikl was

speedily expelled. And in every case of this kind I thitdv it would

l)e better to break up artificially the morbid hnion that exists

between the sacrum and the coccyx, than to have recourse to the

<leadly alternative of the destruction of the infant.

Surgical Injuries of the Coccyx,

by which I mean fractures and dislocations of the bone occurring

accidentally and independently of the parturient process, are not of

very frequent occurrence in ordinary every-day practice, although a

good many cases have been put on record. They were mostly j^i'o-

duced by the j^atient having fallen backwards ; and the striking-

features peculiar to every case are— 1. The intense pain suffered by

the patient when the coccyx was moved, as in the act of defecation,

coughing, or walking ; and 2. The instantaneous and complete relief

afforded by the reduction of the displaced bone. I should like to

cite to you two of the cases of this kind that have been jiublished

—

one, because you have all the more common symjjtoms of the injury

very concisely and toucliingly recorded ; the other because of the

peculiar manner in which reduction of the dislocation was effected.

8metius, a professor of medicine in the University of Heidelberg

in the end of the sixteenth and beginning of the seventeenth century,

has left a kind of diary on record of some of the most interesting cases

that fell under his observation during the space of forty-eight years,

and among other entries there occurs the following delectable entry :

—

" 1588, October 27th.—My wife has fallen backwards, and so injured

the coccygeal bone, that she cannot sit without great pain, nor

can she empty the bowel or the bladder, or cough, without much

distress."

In the Ephemerides Medico -Physicoi one Gustavus Casimirus

Gahrliep tells of an accident that befell his father-indaw, an old

septuagenarian, who, in descending the stejjs of a palace when they

were slippery with ice and snow, lost his footing, and fell with the

lower end of the trunk against the stone stairs. He sustained a

fracture of the os coccygis in consequence, but said nothing aliout it

to his daughter, a young girl, who was the only person living with

him at the time. He could get no passage in his bowels ; and his

daughter, believing this to be the cause of the distress which she

.saw him labouring under, administered some aperients, but without

affording any relief He had become seriously ill on the fifth day,

when he spoke of his accident to a sagacious friend, who told him
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that perhaps his spine was injured, and advised him to allow him-

self to be rolled and tumbled and pushed about, as he lay on a

wooden couch, by two robust women. He followed his friend's

advice, and with the happiest result ; for by the jostling the end of

the OS coccygis which was bent inwards was restored to its situation,

and the obstruction being removed the bowels were moved cum

impetu summo.

Allow me to quote a third case, which will show you in what a

simple manner this accident may sometimes be occasioned. Tobi a

Meek'ren, an old surgeon of Amsterdam, gave to the world, in his

Medico-Chirurgical Observations, among other cases, one in which this

accident—dislocation of the caudal bones—took place. The patient,

he tells us, was a female, addicted to the sect of the Anabaptists, who
went to the watercloset, and not knowing that the lid was down,

suddenly injured her coccyx, so that she could neither sit nor stand,

and was obliged to be carried to bed. On the second day the pain

became greater, and she fevered and got convulsions ; and then

Meek'ren was called in, in consultation with her ordinary attendant.

They suspected the nature of the case, but the modest lady would

not allow herself to be touched. But during the night her sufferings

became so intolerable that her medical advisers had to be summoned

again early in the morning ; and this time they were allowed to

reduce the dislocation, which afforded her instantaneous and com-

plete relief

But besides being liable to be turned forwards, whether as a

result of inflammation or injury during the process of parturition,

or as the effect of direct violence from a fall or blow, the coccyx is

found in some cases to project unusually far backwards. I do not

refer now to those cases of which there are some few on record, and

in which this dislocation of the coccyx backwards has been pro-

duced during labour, and has remained afterwards as a permanent

but usually painless condition ; the variety I allude to belongs

rather to the class of

Malformations of the Coccyx.

In the woman in the hospital the coccyx was unusually straight,

and the general inclination of the bone was somewhat backwards,

although the last segment of it was turned rather abruptly forward

and projected towards the rectum. In her case it is not easy to

determine whether this condition of the bone was present from

birth, or was the result of some injury in after-life. But in a late
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number of the Dublin Medical Press, Dr. Wilson gives an account of

a patient with a projection resembling a tail, attached to the lower

end of the sj^inal column ; and in the last number of the same

journal there is a paper by Dr. Jacob, reprinted from the Dublin

Hospital Reports, in which he describes a tumour of this kind that

had been amputated by his father, and in which he speaks of a family,

several of whose members presented this remarkable variety of mal-

formation. In the Chronicles of Lanercost it is related that the

Norman sailors used to believe the Englishmen to be furnished

Avith tails, and when they had to execute them they hung them

always with a dog alongside, thus anticipating the principle of

similia similibus.

Deficient Development of the Coccyx

has sometimes been seen as a rare instance of deformity. The

number of segments is liable to much deviation ; but its total

want, or its existence in a merely rudimental condition, is rare.

Perhaps the most frequent and striking instances of this kind of

deformity occur in the domain of comparative anatomy. Thus in

the Isle of Man there is a breed of cats, all the members of which

are born without tails, the coccygeal bones being reduced in number

to a very few, and these rudimentary in character. Absence of the

caudal bones, I repeat, in man is a rare phenomenon, although their

existence at all is not often suspected by those who have no know-

ledge of anatomy, some of whom have entertained the most

singular ideas on the subject. Perhaps no theory was more singular

than that of Lord Monboddo, an old Scottish judge, who believed

that the absence of the tail was a phenomenon peculiar to the

modern human races, and that the modern curtailment of this ap-

pendage was a result of their higher degree of civilisation; The

worthy judge, at an early period of his investigations, believed that

we must all be still born with tails, and that possibly the wise

women and the doctors cut or twisted them off" the moment the

child was born. It used even to be told against his Lordship, that

on one occasion when an addition was about to be made to his own
family, he was caught hiding in the bedroom, in some corner of

which he had secreted himself with a view of watching all the pro -

ceedings, and witnessing for himself the removal of the new-born

infant's tail.
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Tumours of the Coccyx—Double Monstrosity by

Inclusion.

But leaving the mythical and mysterious part of the question,

let me call your attention to this sketch (see Fig. 41) of the

posterior aspect of an infant, whose entrance into the world created

a great deal of noise some three years ago, and regarding whom a

paragraph appeared in many newspapers, headed " Curious Mon-

strosity—A Child born with a Tail." The case occurred in the

Fig. 41.

practice of my friend, Dr. Richardson of Stockton-on-Tees, who re-

lieved the child of its extraordinary appendix by amputation, and

who had the kindness to send me the tumour for dissection along

with this sketch of the child, taken before the performance of the

operation. The tumour, which is of an oval form and about six

inches in length, by four in breadth, was attached to the skin of the

back, opposite the middle of the sacrum, by a narrow rounded neck

of about an inch in diameter, through which two or three small

vessels passed into the tumour. At the lower end, which projected

Fig. 41. Sketch of the coccygeal tumour attached to tlie child. Dr. Richard-

son's ca.se.
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slightly beyond the level of the folds of the nates, there was a

slight depression, through which a point of bone could be dis-

tinctly felt, while from the upper extremity, on the surface which

was turned towards the back of the infant, there grew a projection

about two inches in length, which hore a perfect resemblance to

a finger or toe, containing, as it did, two bones like phalanges,

and being furnished at tlie tip with a well-developed nail. The

Fig. 42.

skin of the child's back immediately surrounding the point to

which til is tumour was attached was altered in character, and

resembled in appearance the mucous membrane of the lips, while

the skin in contact with this peculiar structure was thickly

covered with hair ; the child was in perfectly good health ; and

Dr. Richardson very wisely determined upon relieving it of its

extraordinary encumbrance, which he succeeded in doing with

perfect safety by first tying a cord round the neck of the tumour,

Fig. 4"i. Sketch of the coccygeal tumour dissected.



220 COCCYGODYNIA, AND DEFORMITIES OF THE COCCYX.

and then cutting it off beyond the ligature. There was no remark-

able degree of hemorrhage, only one vessel requuing to be tied
;

and the infant showed no bad symptoms afterwards, while the

wound speedily closed. On dissection, the tumour was found to

consist, as you here see (see Fig. 42), of a mass of fat enveloped in

skin, and containing in its midst a long bone, running nearly

through the entire length of the growth, while a number of vessels

and nerves came through the neck and were distributed throughout

the mass. The bone was well ossified and invested by periosteum
;

but it does not present a sufficiently well-marked resemblance to

any of the bones in the human skeleton to enable us to decide as to

its real nature. It bears more resemblance to a tibia, however, than

to any other bone. Towai'ds the uf»per end of the one side it has

attached to it a portion of tissue, reclder in colour and denser in

texture than the rest of the substance of the tumour, and almost

resembling muscle in appearance.

Now, what is the nature of this curious caudal appendix?

It is simply an instance of a kind of malformation which occurs

when two ova have been impregnated, and when only one of the

foetuses comes to maturity, while the other is blighted at an early

stage, and arrested in its development, but becomes adherent to

some part of the body of its co-twin, where it appears at bii'th in

the form of a tumour. Tumours of this kind may be found adher-

ing to different parts of the bodies of infants, and we occasionally

meet with cases where they are attached to the very lower extremity

of the trunk and in connection with the coccyx, or at least with the

coccygeal regions. I show you here a drawing of a child (see Fig.

43) with a large sacculated tumour of this description growing from

between the nates. In this case the tumour presented at birth, and

proved a source of great difficulty to the practitioner in attendance,

who could not make out the nature of the case until the birth of

the lower half the body had been effected. In the practice of Dr.

Paterson, of Leith, a similar case occurred about eighteen years ago,

when a boy was born with such a tumour growing from the lower

part of the back of the pelvis. This tumour (see Fig. 44) was seen

by a good many different medical men, and very different opinions

were entertained as to its nature, but most were inclined to the

belief that it was a case of spina bifida. I had just been reading

Meckel's work on Double Monsters, in which he describes some

cases of this kind, and came then to the conclusion, which I still

believe to be the correct one, that Dr. Paterson's patient was another
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iiistauce of a foetus born with an undeveloped one attached to it
;

but the bearer of that supernumerary foetus still lives, and as the

tumour was never removed there has been no means of verifying the

diagnosis. Here is still another drawing (see Fig. 45) of a case of

this nature, occurring in the person of a girl, who came into the

Hospital several years ago with a cystic mass attached to the back

Fig. 43.

opposite the sacrum and coccyx, which had been there at birth, and

which still continued to grow. A portion of the growth was re-

moved, and it was found to consist chiefly of a few large cysts,

which gave out an intolerably offensive secretion. There are some

preparations of this kind in the museum of St. Bartholomew's

Hospital in London, and among others a preparation of a super-

numerary undeveloped foetus, which was removed from the lower

part of the back of an adult female by Mr. Wormald. The tumour

Fig. 43. Sketch of a coccj'geal tumour which presented at birth.
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in this case, Mr. Wormald writes me, seemed to come from the

interior of the pelvis, and as it grew, the sacrum and coccyx were

turned upwards and backwards. It was of enormous size, requiring

an incision on each side of twenty-five inches in length for its

removal, and on examination afterwards it was found to be composed

of a mass of cysts, some of them containing a watery fluid, others

steatomatous matter, hairs, fat, and osseous deposits. The patient

gradually recovered from the operation ; but the sacrum and coccyx

never returned to their normal position. A gentleman died a few

years ago, the heir to a Scottish earldom, who had a tumour growing

Fig. 4J.

from the lower and back part of the trunk, regarding which endless

consultations had been held during his lifetime. It was often dis-

cussed whether it would be safe and proper to remove it ; and when
he died, at the age of forty, it was found that this tumour, which

had been a source of discomfort and uneasiness to him all his life,

might very easily have been removed.

If you inquire into the nature of these tumours you will find

them to vary very much as regards their structure. Sometimes they

consist of masses of fatty substance alone ; sometimes they contain

Fig. 44. Sketch of a coccygeal tumour occurring in a child born eighteen

years ago and still living. Dr. Paterson's case.
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bones, rudimentary, or more or less developed ; or they may contain

teeth. Some of them have been found having a jaw-bone with

teeth in the sockets. Portions of intestine and portions of other

organs and parts of the body have at times been found in them, all

tending to show that they are merely instances of secondary blighted

foetuses attached to well-developed ones, and obtaining nourishment

from them. Some of these secondary fjetuses remain in the most

rudimentary condition possible, presenting only a cellular mass.

Others again contain tissues more highly organised ; and some of

tliem present traces of parts approaching in development to the

Fis. 45.

organs and parts of their more perfect mates. These additional

foetuses attached to the -sacrum and coccyx form a puzzle, however,

to teratologists, in this respect, that they cannot be found to be re-

gulated in any way by a law which holds good in the case of double

monsters of almost every other description. In all the common
types of double monsters it is a law that like is always attached to

like in the two bodies. Thus the chest of one child is always

attached to the chest of another, the back to the back, a sternum to

a sternum, an occiput to an occiput, an artery to an artery, a nerve

to a nerve, the corresponding bone, muscle, artery, nerve, etc., of

one body, to exactly the same corresponding bone, muscle, artery,
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nerve, etc., of the other body of the double monster. But to this

law there are some few and rare exceptions. Thus I have in my
hand the skeleton of a fully-developed kitten which has the pelvis

and posterior extremities of a secondary foetal kitten attached to

tlie lower end of the sternum. Such a union of unlike parts is very

rare, and we may perhaps deduce a lesson from it in transcendental

anatomy, as to the analogy between the pelvic and sternal bones.

And the coccygeal tumours in question form also, I repeat, a very

striking exception to a law which is so general ; for in them you

have parts and tissues of the secondary foetus attached to parts and

tissues of the developed child that are not at all similar. What are

we to do in the way of

Treatment of these Coccygeal Tumours'?

When they can be removed with safety to the infant, it Avill, of

course, always be advisable to do so ; but it is not always very easy

to decide upon the safety of the operation. In such a case as that

of Dr. Eichardson, where the tumour was pediculated and attached

by a narrow neck, and where no tissue of importance was present in

the isthmus, the operation was safe, and the result satisfactory. The

same may be said of Mr. Wormald's case, and of some others ; but

sometimes, as I have told you, portions of intestine pass out from

the body of the child into the coccygeal tumour, and whenever there

is any suspicion of the presence of such a communication the opera-

tion had better be left undone. Where removal is to be effected at

all, it is best to do it as Dr. Eichardson did, as soon after birth as

possible. In the case of the girl in the hospital, bad ulcers formed

in the opened tumour, and exhaled such odours as to render her

presence intolerable to all the other patients. In the case of Dr.

Paterson's patient, nothing at all was done, and the cystic mass

has shrunk up and become reduced in size, instead of becoming

developed along with the rest of the body ; and the young man,

who is now a clerk in a public office, works all day at his desk,

sittmg upon, and in one sense at least supported by, this undeveloped

brother. JA^^ H^iM '^^.^-Z" '- fUj l^'
'
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LECTUEE XIII.

ON DYSMENORRHCEA.

Gentleimen—Yesterday, as some of you had an opportunity of

seeing, I dilated the os and cervix uteri by dividing the portio

vaginalis on each side in the case of a young unmarried female, who
suffers great pain at each menstrual period ; and as this affection,

though rarely enough met with in hospital patients, is one of those

which you will most frequently be called upon to treat when you

com-e to practise, I think it will not be out of place for me, at the

present time, to direct your attention to some of the varieties of

dysmenorrhoea, or painful menstruation ; to point out their nature

and symptoms, and to explain to you how they may be most success-

fully treated.

Let me first of all observe, that there are many women who have

no suffering during the menstrual period at all. Menstruation sets

in without producing any unusual symptoms, and without exciting

any notice till the blood is discovered escaping from the passages

;

and almost no amount of pain is experienced during the continuance

of the flow. A very considerable number, however, do suffer pain

at that period ; in some the painful sensations being felt before the

discharge sets in, whilst in others they are first experienced after

the catamenial flow has become established. The pain in such cases

may last for a longer or shorter period
;
usually it is not of long

continuance, and as it is not very severe in character it is not much
complained of by the patient. But there is a third class of females

who ever and anon demand our aid, because of the high degree of

suffering and agony they endure at the menstrual period, either

before the blood begins to appear, or whilst the discharge is going

on. Patients of this class—those labouring under dysmenorrhoea,

as it is called, or painful menstruation, sometimes suffer to a degree

which renders life a burden to them ; for though in some instances

the pain occurs only during two or three periods, and then gets cured

and passes away, yet in most it continues long— it may be for many
years, or until some cui'ative treatment has been instituted. Many

VOL. III. Q
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patients thus sufi'er the greatest agony from month to month, and

no sooner has the pain of one period passed away than they begin

to look forward with horror to the next, and the prospect renders

their Hfe miserable. You will find, further, that where this type of

disordered menstruation occurs in married women, in many cases

they remain incapable of bearing children until the dysmenorrhoea

has been cured. The disease seldom interferes with the life of the

patient ; but it does interfere in a very great degree with her health,

and strength, and happiness. It is a disease, I repeat, which you

will very frequently meet with in practice, and one by which you

will bring much discredit on yourselves if you do not know how

to detect and cure it.

Under what circumstances, let us first inquire, does menstruation

become painful 1 Here I would, in the first place, remark, that the

degree of pain experienced during menstruation, is not in any way

regulated or modified by the amount of fluid which is discharged

during the period of its flow. And the proof of this observation is

to be found in the fact that some patients sufi'er much pain where

there is little or almost no discharge of blood at all ; while others

with a very profuse discharge, may be quite free from pain during

the whole period. You will meet with it, indeed, under the most

opposite circumstances. In some it begins when the menses first

appear, and lasts till some remedial measures be adopted. In others

it only supervenes upon exposure to cold at a catamenial period, or

upon some other cause producing chronic metritis or other aifectiou

of the womb. You will have it in other patients beginning after

marriage, although it occurs much more frequently among unmarried

females. You will meet with it occasionally among married women
usually associated with sterility ; but its occurrence in one who has

been pregnant is altogether an exceptional case.

Seat of the Pain.

I am not going to dwell much on the subject of the seat and

origin of the pain, for it is one of those points on which our know-

ledge is particularly defective. So much, however, seems certain,

viz. that the pain may be seated in one or other of two organs ; and

dysmenorrhoea may therefore be divided into two classes, according-

as it originates, 1, in the ovary, or, 2, in the uterus.
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I. Ovarian Dysmenorrhcea.

At each menstrual period one or other of the ovaries undergoes,

as you are well aware, a variety of changes, which are all essential

to the fulfilment of its physiological function, ljut which, at the

same time, bring it into a condition that may be regarded as almost

pathological. When at such times an ovum enlarges, comes to the

surface of the ovary, and there escapes from its follicle ;
when such

a degree of congestion is requii'ed as shall lead to an effusion of

blood into the follicle to favour the expulsion of the ovum, and to

fill up the cavity which is left ; and when the organ is in a state of

such high nervous excitability,—then it is easy to conceive how a

slight aggravation of any of these phenomena may lead to the

occurrence of dysmenorrhcea. It needs but a slight exaggeration of

the congestion to produce inflammation ; and no great exaltations of

the nervous phenomena will be required for the full development of

a distressing neuralgia. And, besides, from clinical observation, we

know for certain that the ovary is an organ jjossessed of a certain

degree of sensitiveness, and liable at times to be the seat of pain
;

for there are some women with perfectly developed ovaries and

rudimentary uteri, in whom all the secondary johenomena of men-

struation may occur, with the exception of the discharge from the

imperfect or atrophic uterus. These women suffer from pain in the

back and inguinal regions, and from the other uneasy sensations

peculiar to women at the menstrual period ; and though the

symptoms are not so well marked as in females with all the organs

fully developed, yet their occurrence in any degree is sufficient to

warrant us in believing that in ordinary cases of dysmenorrhcea the

ovaries may occasionally be the peculiar seat of the pain. I have

lately seen two patients, who had both suffered for months con-

tinuously from pain, and all the other symptoms of dysmenorrhcea,

but in whom any other form of dysmenorrha3a than this ovarian

form could not properly occur, seeing that the uterus was in both

cases altogether absent. You may meet with other instances of this

malformation, however, where no pain is present. I have seen such

a case along -with Dr. Arthur Mitchell, where there was no uterus at

all, and the vagina ended in a cul-de-sac. We could easily satisfy

ourselves tliat there was no uterus by passing a sound into the

bladder, and then introducing a finger high up into the rectum,

when the sound could be readily felt above the apex of the vaginal

sac without any intervening body or substance whatsoever. The
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ovaries seemed to be present, for the sexual appetite was fully

developed, and all those feminine characteristics whose presence is

supposed to depend on a healthy condition of the ovaries ; but in

this instance there was no dorsal pain, nor any other symptom of

dysmenorrhoea. There are, again, some curious cases of malforma-

tion occasionally met with, where the ovary is found to have

descended into a hernial sac, and as has been related by Oldham, in

reference to such a case, the ovary has sometimes become swollen

and tender at the menstrual period, and given rise in this way,

apparently, to the dorsal and other sympathetic pains. Finally, let

me observe, there are other cases where the ovary becomes dis-

placed downwards, and is found lying in the recto-vaginal cul-de-sac

of the peritoneum ; and in such instances it may at times be felt to

be enlarged, and tender to the touch, and clearly in a state of acute

inflammation.

II. Uterine Dysmenorrhcea.

You might suppose, then, since such changes are known to occur

in the ovary, and give rise to painful sensations, that this organ

should be regarded as the seat of the pain in all cases of dysmenor-

rhoea. But, on the other hand, pain is usually not the only symptom

present, for it is commonly accompanied with sickness, nausea, and

vomiting—such as you often see in the commencement of labour,

where the pains and concomitant symptoms are only referable to the

uterus itself
;
and, therefore, I think we must come to the conclusion,

that while there are some cases of dysmenorrhoea where the neu-

ralgia is localised in the ovaries, yet that in the greater number

of cases it is developed, and has its peculiar seat in the uterus

itself.

Now, as the disease may depend on different morbid conditions

of the womb, you will find that it presents itself in several varieties,

to which you must allow me to direct your attention somewhat more

in detail.

1. Neuralgic Dysmenorrhcea.—All pathologists admit a neuralgic

division. That is, all admit that dysmenorrhcea may occur in

patients who are subject to neuralgic affections, and in whom pains

disappear from the other organs and parts of the body at the time

of menstruation, only to become concentrated, as it were, in the

region of the womb. Such patients complain habitually of aches

and pains in the face, the head, the mammfe, the intercostal spaces,

or elsewhere, and these pains all become aggravated for a day or two
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before the appearance of the catamenia. Then acute and constant

pain begins to be developed in the uterus, and as the menstrual flow-

sets in, the pains in other parts of the body become quite relieved.

In such cases, the uterine neuralgia persists during the vi'hole men-

strual period—remitting, perhaps, for a time, but never altogether

intermitting.

2. Congestive Dysmenorrluna.—Another class which most authors

acknowledge as pretty frecpient, is that of the congestive cases of

dysmenorrhoea, where there is usually nothing to be found further

than an exaggeration of the ordinary i^henomena of menstruation.

At every menstrual period there occurs a certain amount of conges-

tion in the womb from the determination of blood to it, which is

eventually relieved by an esca23e of the blood from the mucous lining

of the organ. This congestion— wdiich goes on not only in the

uterus, but in the ovaries as well—may, and sometimes does, rise

beyond the normal standard, and then uneasy sensations may be

produced, and all the symptoms of perfect dysmenorrhoea.

3. Inflammatory Dysmenmrhcm.—Inflammatory forms of dysmen-

orrhoea are usually due to the occurrence of inflammation in the

cervix, which is the portion of the uterus most frequently aff'ected

with that disease. Ulcers may be present around the os and be

irritated by the fluid ; or they may have existed at some former

period, and in cicatrising they may have led to contractions of the

orifice ; or the organ may be indurated and thickened, and its lumen

narrowed in consequence of chronic inflammation ; or it may be at

the time in a state of acute inflammation. In any case, the passage

of the menstrual discharge through the morbidly aff'ected part will

be a source of actual and acute suff'ering.

4. Gouty or Rheumatic Dysmenorrhea.—There is a fourth class,

which we can only talk of as gouty or rheumatic, and that for two

reasons, viz.— 1st. Because it is a class where the patient has

sufl"ered before, or it may be at the time of the attack, from various

other gouty or rheumatic diseases, or has shown symptoms such as

are caused by excess of uric acids or urates in the blood. In the

rheumatic cases, the patient has been subject to pains and swelling

in the knee, the shoulder, and other large joints, perhaps has got

some cardiac bruit ; in the gouty cases, tlie smaller joints have been

previously aff'ected, and the patient suff"ers from excessive w^indy

secretions in the bowel, and all the other sjrmptoms usually met

with in gouty individuals : it is in such cases that Avind is sometimes

apt to be developed, and to accumulate in the cavity of the uterus,
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as described by Dr. Rigby. The second reason for our classifying

such cases as gouty or rheumatic is that they yield, as has been

shown by Dewees, Gooch, Hamilton, and others, to colchicum,

guaiacum, and the other remedies which are ordinarily more espe-

cially efficacious in the treatment of gouty and rheumatic diseases

generally.

5. Dysmenorrhcea may be accompanied by organic diseases, or

by displacements of the uterus
;

or, rather, it may occur as a com-

plication of such diseases or dislocations. In cases of polypus of the

uterus, for instance, or of fibroid tumours of its walls, or of any

other organic lesion, menstruation is often attended with great pain

and discomfort, and in every form and degree of retroversion or ante-

version, or other displacement of the womb, dysmenorrhcea is one of

the most distressing and constant complications.

6. Membranous Dysmenorrhcea.—There is a membranous form of

dysmenorrhcea, which, as was long ago noticed by Morgagni, a

peculiar membrane is shed from the uterus, and discharged at every

menstrual period.

Fig. 46.

I show you here two such pieces of membrane which were

brought to me by two of my patients some time ago, and are now
pretty much broken down. But from the drawings which I now

Fig. 46. Sketch of a (iysnienoi rliceal memhrane, as seen under water.



MEMBRANOUS DYSMEKOKRHrEA. 231

point out, you will obtain a clearer view of the form and appear-

ances of the bodies in question. Dr. Granville, in his work on

abortion and the diseases of menstruation, has figured the mem-
branes from a long series of cases occurring in his own practice. In

this form of dysmenoriiiffia the pain is present from the commence-

ment, and lasts for two or three days, or till such time as the

obstructing memljrane gets discharged ; and then the patient is

relieved till the next period, or in some cases till the second follow-

ing menstruation. For it is to be observed, that though this mem-
branous discharge may occur at every catamenial period in some

cases, yet in otliers it takes place only ever}^ second, third, or fourth

Fig. 47.

month. This was formerly regarded as an inflammatory form of

the affection ; and the explanation usually had recourse to was, that

an exudative type of inflammation occurred here such as that occa-

sionally seen in the intestinal canal, and more frequently in the

respiratory tubes in cases of croup ; and that a fibrinous or plastic

effusion was poured out on the surface of the mucous membrane,

which, in becoming organised, assumed the shape and size of the

cavity in which it was formed. Rigby, Dewees, and others, sup-

posed that such membranes were peculiarly liable to be produced in

cases of gouty or rheumatic dysmenorrhoea, and they accordingly

included the membranous in that other class of disordered mens-

truation. For some years past we have had our notions in regard

Fig. 47. A dysmenorrhceal membrane laid open (Coste).
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to this matter entirely changed. Ever since I began to lecture on

this subject, and to make some special observations regarding it, I

came to the conclusion, and have always taught, that we had here

to do, not with an inflammatory exudation, but with a desquamation

or exfoliation of the mucous membrane of the uterus ; and the proof

that such is the case is irresistible. For if you examine it, particu-

larly when it is placed in water and unfolded, you will find it to

resemble, in every respect, the early decidua. Like the decidua, it

is a shut sac, triangular in form, rough and irregular on the outer

surface, and on the interior smooth and of a cribriform appearance.

It possesses the complex structure of the mucous membrane of the

uterus, containing crypts or follicles with nucleated cells and vessels

intervening ; and in all respects corresponds ' to the mucous mem-

brane, as it presents itself to us more especially in that hypertro-

phied condition which is seen in the earlier periods of pregnancy.

If the decidua be simply the altered mucous membrane of the

uterus, as it is now believed by most anatomists and physiologists to

be, then there can be no doubt that the shreds cast off in this form

of dysmenorrhoea are also portions of the altered mucous membrane,

seeing that they present all the same anatomical characters as the

decidual membrane does ; for when working at the subject some

fifteen or sixteen years ago, I gave some preparations to Mr. Goodsir

to examine microscopically, and he declared, and enabled me to

declare, that the two kinds of membrane were identical in structures,

and were both merely due to changes in the mucous membrane of

the uterus. The dysmenorrhoeal membrane is in some cases very

thin, consisting merely of a layer of the epithelial covering of the

mucous membrane of the uterus ; but more frequently it is, as I

have told you, of greater thickness, and represents the whole of the

swollen and hypertrophied membranes.

Some authors have doubted the possibility of this monthly

exfoliation from the interior of the uterus, and have questioned as

to how it could occur. You will find some admitting a desquama-

tion of the epithelial covering, but scouting the idea of the whole or

the greater portion of the mucous membrane becoming detached and

discharged by the contractile efforts of the uterus. When I first

published a memoir about it. Dr. Ashwell wrote to say that it was

a very curious sort of observation to make, and one which he would

defy me to prove, because it was utterly impossible to dissect off

the mucous membrane of the uterus in the dead body. True, you

cannot with the scalpel detach the mucous membrane from the in-
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terior of the uterus with j^erfect precision, but nevertheless you have

proof sufficient in the identity of structure between the expelled

membranes and the uterine mucosa to convince you that an exfolia-

tion of the latter does occur in

cases of membranous dysmen-

orrhoea, whether from fatty

degeneration occurring in its

deeper layers, or in conse-

quence of some other change

with which we are as yet un-

acquainted. The manner in

which the separation of dys-

menorrhoeal meml^ranes is

effected is a subject that re-

quires still to be investigated,

as does also one other point in

connection with this as well

as some of the other varieties

of uterine dysmenorrhoea, namely, the changes that occur in the

walls of the uterus, particularly as regards their enlargement, or the

Fig. 49.

Let me merely add, in regard to this form of dysmenorrhcea, that

Fig. 48. Appearance presented by tlie inner surface of a uterine cast, when

viewed with a low magnifying power.

Fig. 49 sliows tlie openings of the uterine follicles more distinctly than the

preceding.

Fig. 48.
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more lately Handfield Jones has come to the same conclusion regard-

ing the uterine casts, as that which I have explained to you, and

that Lebert, Eaciborski, and, last of all, Virchow, have furnished

additional proof of the correctness of our explanation. Virchow,

indeed, has gone a step farther than any of the others, for he tells

us that in opening the bodies of women who have died while suffer-

ing from dysmenorrhoea, he has found the mucous membrane of the

uterus in a state of partial separation ; and has thus supplied a dis-

tinct anatomical proof that up till that time was wanting,

7. Obstructive DysmenorrJma.—And lastly, there is an obstructive

form of dysmenorrhoea connected with a state of stricture, or con-

traction of the calibre of the cervix uteri. The seat of it may be

at the OS tinc£B, along the whole cervical canal, or at the os in-

ternum, but usually it is at the external orifice. This form of

dysmenorrhoea was long ago pointed out in this School of Medicine,

and much insisted on by a man of much renown as a teacher of the

Practice of Physic, Dr. Macintosh, who proposed a plan of treat-

ment for the disease, of which I shall have more to say anon.

Then comes the question as to how pain arises in the uterus in

cases of dysmenorrhoea. The pains of labour, as I have endeavoured

to prove to you in the course of my obstetric lectures, are only

explicable by the fact that the uterus is thrown at the time into a

state of very active contraction. At the period of parturition it is a

highly-developed muscular organ, and in expelling the foetus it con-

tracts with preternatural force, and to a degree corresponding to

spasmodic contractions in other muscles ; and as in them excessive

action is attended with cramps or pains, so the strong action of the

muscular walls of the uterus required in the parturient process is

attended with a correspondingly severe degree of pain. We have an

action in the uterus, though less in degree, yet of the same kind, and

attended with the same symptoms in all cases where any obstruction

is offered to the escape of fluids which have become accumulated in

its cavity. In such cases you have occurring what has been called

uterine tenesmus, or painful muscular contraction of the womb, of

the same nature as those occurring in the bladder when urine accu-

mulates to too great an extent, or in the intestinal tube under

various circumstances. In relation to the simple form of dysme-

norrhoea to which I first referred, I would remark, that the uterine

pain in such cases seems only to be explicable by the occurrence of

irritation in that organ in a neuralgic subject : and as regards the

rheumatic and gouty forms of the disease, there is probably at the
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time of menstruation a determination to the uterus of the morbid

material which excites the specific symptoms in other parts of tlie

body
;
just as a determination of it might occur to any other part

or organ which happened to be in a state of exalted action. But I

must again repeat what I have already told you, that we have as yet

no accurate and distinct idea of the cause and source of the pain so

bitterly complained of by patients suffering from the various forms

of dysmenorrhea.

Diagnosis of the Disease.

With respect to tlie diagnosis of dysmenorrhrea, there is not much

that I have to tell you., You will generally be right in setting down

a case as one of dysmenorrhcea where you have pain in the lumbar

and uterine regions occurring at monthly intervals, accompanied with

a bloody discharge from the womb, and relieved when this ceases to

flow. But there is one mistake which you would possibly be in

danger of making, and against which it is right that I should warn

you—the mistake, namely, of supposing that you have to do with a

simple case of dysmenorrhcea when a patient is suffering from the

pains of an abortion. You will generally guard against such a mis-

take by making full inquiries into the history of tlie case, and by

examining the womb so as to discover whether it be in any degree

enlarged. Or the converse mistake in diagnosis may be made. It

has twice happened in the history of the old Lying-in Hospital, in

Park Place here, that maid-servants have been sent in to the Institu-

tion by Edinburgh practitioners who imagined that the patients were

in labour, while they were only suffering from the severe pains of an

aggravated form of dy.smenorrhoea. And it so happened that in

both of these instances, actions for damages were raised against the

medical men (though they were ultimately suppressed) by patients

who believed their moral character to be damaged by the erroneous

diagnosis of their medical attendants. I need only allude to this

subject, to prevent the possibility of your falling into such a grievous

error.

The Prognosis

is usually perfectly favourable, but it necessarily varies according to

the form of the disease.

Treatment of the Disease.

This we may consider under two divisions, according as it is

intended to be pallioMve or preventive.
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1. Treatment of the Paroxysm.—The first, or palliative treatment,

is that which is required at the time of the attack, and you will find

that in the severer cases you are driven to the administration of

various stimulants, sedatives, and sudorifics, and to the application

of sedatives locally. It is a common idea among dysmenorrhoeic

patients themselves that they can relieve the pain by drinking large

quantities of infusions of sage, pennyroyal, and other vegetables

with stimulating principles, and the belief is in a great degree con-

firmed by experience. It is only too common a custom with such

patients to have recourse to stronger and less innocent stimulants
;

for many women, when suffering from dysmenorrhoea, make free use

of various forms of alcoholic liquor, and usually with decided reUef

to their sufferings. But you are not called upon to prescribe such

remedies in every case, and, except in extreme cases, you will be

able to dispense with them altogether. The agent which you will

find the most serviceable for relieving the pain of dysmenorrhoea,

and that on which I chiefly relj^, is morphia in one or other of its

forms. You may begm by administering a strong opiate—for in

these cases there seems to be a tolerance of the drug, and the

patients bear large doses with impunity. You may give as much as

forty drops of laudanum, or a corresponding dose of any other opiate,

at first, and repeat the dose, or perhaps a smaller one, every hour

or two hours afterwards till the pain begins to abate. You will do

well in many cases to combine the morphia with some strong diffu-

sible stimulant. Thus the addition of a drachm of chloric ether is

often an admirable adjuvant to the action of opium ; and I might

add that you will find a teaspoonful of chloric ether in a wineglassful

of water to be one of the readiest and most efl[icacious remedies of

that class that you can employ. Many use camphor in this way
;

and sometimes camphor may be administered alone in large doses

instead of opium in those cases where all forms of the latter disagree

with the patient. Stramonium, belladonna, conium, Indian hemp,

and many other narcotics, have all been used, and have all been

found to be more or less efficacious for relieving the pain of dysme-

norrhoea. But in most cases you will find opium the most serviceable

remedy. You can often aid its action by exciting the skin, and in

this way warm baths, vapour baths, hot drinks, and such like mea-

sures, come to be of service. Sometimes all these means fail, and

you are called upon to administer some anaesthetic by the stomach

or the lungs. Chloroform may be given internally in combination

with cardamoms—ten or twenty drops of chloroform to the ounce of
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the compound tincture of cardamoms is a very common and a very

useful prescription—but its use is more apt to be attended with

headache than when it is inhaled in the form of a vapour. One of

tlie first uses to which chloroform was put after the discovery of its

ansesthetic properties, was to relieve the pain in a case of dysme-

norrhoea. The patient was an unmarried lady, and one of those who

lived in perpetual dread of the recurrence of the catamenia. She

lived with her sister in a house in the New Town, and when I first

went to administer the chloroform to her, I could hear her groans

and cries as I entered the door, although she was lying in a room

three storeys up. She suffered, in fact, quite as much pain at those

periods as most women do when in labour, and it was no wonder

that she looked forward to the monthly return of her agony with

horror. I kej)t her asleep, at that time, for about lialf-an-hour with

the chloroform, and she had no return of the pain during the

continuance of that catamenial period. This was owing to my
having administered the chloroform just at the commencement of

the period
;

for, mark you, if you can bring the patient into the

ana3Sthetic condition for only a short time at the very onset of

the attack, you may hope to find her remaining free from pain while

the discharge continues
;
whereas, if you delay it till many hours

have elapsed, the drug must be used for a longer time, and the relief

experienced is never so permanent.

As local sedatives, opium and belladonna have been often used,

but with little benefit. Lately it has been proposed to use vera-

trine applied to the loins to relieve the dorsal pain ; and its advan-

tages have been much pressed upon the profession ; but it possesses

little or no claim to confidence. There are only two local anodynes

from which I have obtained much good results, and these are

carbonic acid gas and the vapour of chloroform. Dysmenorrhoea

was one of the diseases which carbonic acid gas was first used to

relieve. Mojon, of Geneva, wrote a paper some thirteen years ago,

in which he showed the efficacy of the gas in relieving the pain of

disordered menstruation ; and I have often seen it afford instant-

aneous relief : or the vapour of chloroform may be employed locally,

applied in the manner I described to you when speaking of its use

in relieving the pains attendant on carcinoma uteri. It may, as I

then told you, be applied alone or in combination with carbonic acid

gas. When the local application of the vapour is sufficient to relieve

the pain, it is always the most satisfactory mode of applying it, for

then it does not have the sickening eff"ect that sometimes attends its
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internal administration. Let me only add, in regard to the internal

use of ojjium, that there is one great drawback attendant on it, and

that is the horrible sickness which it causes in many patients ; and

if one of you could only devise some preparation of the drug which

would develop its sedative action without producing any nausea, he

would confer a mighty boon upon us all—patients and practitioners

as well.

I have hitherto been speaking merely of palliative measures, such

as are to be adopted during the time of the attack ; but when you

have used them successfully, you have not yet done all that is

necessary for your patient. You must also treat the disease in the

intervals between each menstrual period, with a view to prevent its

recurrence. Now there are various preventive measures with which

you must become acquainted, and which you must learn to apply to

each appropriate case ; and these measures must be adopted and

carried out perseveringly and from month to month until a cure is

effected ; for you will find that when you are not making progress

you are losing ground, and your unfortunate patient may relapse

into a condition as bad or worse than that in which you found her.

But I shall reserve the consideration of those measures for our next

lecture.
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LECTURE XIV.

TREATMENT OF DYSMENOERHCEA.

Gentlemen— Towards the close of my last lecture I was speaking

to you about the treatment of dysmenorrhoea. The treatment of

this disease, I then told you, might be considered under the two

heads of the Palliative and Preventive
;

or, in other words—^1. The

treatment necessary to palliate and subdue one of the monthly

paroxysms of the malady
;
and, 2. The treatment necessary to cure

the disease, and so prevent in future the recurrence of these paroxysms.

I. Palliative Treatment.

In carrying out the palliative treatment we found that four

leading classes of remedies might be used for the alleviation of the

sufferings attendant upon a dysmenorrlioeal paroxysm, viz.

—

1 . General diffusible stimulants— as chloric ether, spirit of

nitrous ether, compound tincture of valerian, camphor, spirits of

wine in warm water, etc.

2. General anodynes or antesthetics ; and particularly opium or

morphia in their innumerable forms ; and in exceptional cases, hen-

bane, Indian hemp, stramonium, sumbul, chloroform by swallowing

or inhalation, etc.

3. General diaphoretics, as antimony and ipecacuanha when

combined with these anodynes, the small doses often seem to in-

crease their good effects ; and a general warm bath is occasionally

of great use, probably upon the same principle. Let me here add

that this auxiliary action of diaphoretics is specially of use when
the dysmenorrhoeal paroxysm has produced, or is attended by, heat

of skin, rapidity of pulse, or, in short, by indications of febrile

reaction.

4. Local anodynes and ausesthetics, as the injection of carbonic

acid gas and vapour of chloroform ; the application of belladonna

and morphia ointment ; warm hip-baths.

Before I quite the subject of palliative remedies, permit me to
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add, that at the close of the last lecture, my friend Dr. Little, who

has long practised at Singapore, came and told me that in severe

cases of dysmenorrhcea he had frequently succeeded in relieving the

patient by applying chloroform as an anaesthetic vesicant, if I may

so term it, in a manner which he had used first of all with success

in curing some neuralgic symptoms from which he himself had at

one time suffered. His plan is this : A small circular piece of lint,

just of sufiicient dimensions to be easily contained within a watch-

glass, being steeped in chloroform, is placed on either groin, and

covered at once with the watch-glass. This has the effect in a few

minutes of producing a blister, and is usually successful in relieving

the patient's sufferings.

So much for the measures to be employed for the immediate

relief of the more urgent symptoms of dysmenorrhea—an indication

of much importance, and one which all of you will very frequently

be called upon to fulfil to the utmost of your ability. But however

important it may be to be able to combat with success the distressing

symptoms of dysmenorrhoea, this is after all the least part of your

duty to your patient
;

for, however suitably and skilfully you may
apply your remedies, and however successfully you may meet the

several symptoms, you will never by such means be able to secure

your patient against the recurrence of her monthly misery ; and you

will be urgently called upon to adopt some measures for procuring

her a more perfect and permanent relief. This leads me, therefore,

to speak now of

II. Preventive Treatment.

The preventive treatment of dysmenorrho3a includes all the

remedial measures which may be had recourse to during the in-

tervals between the menstrual periods, with a view to the radical

cure of the diseased condition which gives rise to the menstrual

paroxysms, and as these measures vary with the pathological cause

of the disease, we shall have to consider the treatment appropriate

to each variety of it. Let me, however, premise that the same line

of treatment will often succeed in curing two quite different forms of

dysmenorrhoea, and, on the other hand, the same form of dysmenor-

rhoea may sometimes be cured in one patient by some means which

will prove ineffectual in another case. Moreover, unless you can

succeed in effecting a radical cure for your patient, you will find that

you are generally losing ground every month, and that she is getting

worse at every succeeding period ; and therefore you must be pre-
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pared to employ a variety of measures, if need be, in each particular

case.

1. Treatment of Ovarian DijsmenorrJma.—No special organic or

structural disease of the ovary has ever, as far as I am aware, been

found to be a pathological cause of ovarian dysmenorrhoea. The

morbid conditions of the ovary that have been hitherto observed to

be connected with the production and persistence of dysmenorrhoea

are neuralgia, congestion, and inflam.mation in their chronic forms.

The preventive treatment of dysmenorrha2a, when dependent upon

ovarian neuralgia, is the same in its principles and details as the

preventive treatment of dysmenorrhoea when dependent upon uterine

neuralgia : and that I will describe to you immediately. When
dysmenorrhoea is kept up by a state of ovarian congestion or inflam-

mation, we must try to reduce these morbid states during the

catamenial intervals, by repeated leechings, applied to the cervix

uteri, or hemorrhoidal vessels, by assiduous counter-irritation to the

groins or sacrum, and by all the usual internal remedies and means

employed against local inflammations and congestions of other

isolated organs of the body.

2. Treatment of Neuralgic Dysmenorrhaa.—Where the disease

assumes the neuralgic form, put the patient through a course or

courses of the alteratives and tonics, particularly the mineral tonics,

which are specially serviceable in all other neuralgic diseases. By
this means, and by the enforcement of a good .diet and regimen, try

to raise the standard of her health up to the normal ty2:>e, or indeed,

if possible, above it. By following out such a line of treatment

after a painful menstruation, you will sometimes be able to protect

your patient from the same degree of suffering at the succeeding

term. Set every organ to rights Avhose function seems in the least

degree languid or impaired, whether it be the skin, stomach, bowels,

kidney, etc. In this neuralgic form of dysmenorrhoea, regulated

muscular exercise, riding on horseback, and analogous hygienic

means, in the intervals, are sometimes of the highest moment as

curative measures. Rouse and stimulate the mind as well as the

body, by new studies and new scenes. In these cases a visit to some

alterative or saline mineral waters is, in this double Avay, sometimes

of wonderful use. Afterwards, a course of chalybeate waters or

chalybeate pharmaceutical preparations, will sometimes establish the

cure. Have no fear, for I believe it is a gi'oundless fear, that the

use of iron will congest and irritate the uterus. Ferruginous reme-

dies are often our best remedies in the latter stages even of distinct

VOL. in. R
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uterine congestions. Let me make one remark more before leaving

the subject of neuralgic dysmenorrhcea. All forms of dysmenorrhoea,

when long continued, are apt to become more or less neuralgic in

their type, and sometimes remain and persist as such when their

more immediate pathological states have been removed and cured.

Hence it happens that many cases of dysmenorrhoea require to be

treated as neuralgic at last which are not neuralgic at first.

3. Treatment of Congestive and Inflammatory Dysmenorrhcea.—Wlien

the morbid irritability of the uterus producing recurrent and succes-

sive paroxyms of dysmenorrhoea, is the result of chronic congestion

of the organ, or of chronic inflammation in its cervix or walls, you

can only hope for a permanent cure by permanently removing, in

the first instance, the congestive or inflammatory morbid states that

may be present. What antiphlogistic and other means we possess

for fulfilling these indications, I shall have occasion to state to you

at full length, when subsequently discussing these special morbid

conditions themselves.

4. Treatment of Gouty and Rheumatic Dysmenorrhcea.—For the

gouty and rheumatic forms of the disease, you will find useful results

from the administration of colchicum and guaiacum, either alone, or

in combination with alkalies. According to my experience, the best

prescription you can order in such a case would contain six to ten

grains of powder of guaiacum, and six or eight grains of bromide

of potassium, with the addition of an equaVquantity of magnesia,

where this seems to be required, to act on the bowels. The use of

the bromide of potassium, as Trousseau first tried to show, and Sir

Charles Locock afterwards found to be confirmed in practice, is that

it exerts a sedative action on the sexual organs possessed by no

other drug in the Pharmacopoeia ; and such a powder as that I have

indicated, taken three times a-day during the interval between two

menstrual periods, will in many cases succeed in warding ofi" any

further attack of dysmenorrhoea.

5. Treatment of Organic Dysmenorrhcea.—Where the dysmenor-

rhoea is dependent on some organic disease of the uterus, the latter

will require to be treated without any special regard to the neuralgia

which occurs at the time of menstruation. You will only relieve

the dysmenorrhoea by removing, when possible, the organic morbid

state, as polypus, retroversion, etc.

6. Treatment of Membranous Dysmenorrhcea.—Before I speak of

the radical treatment of the membranous form of the disease, I have

to make one remark in reference to it, supplementary to what I was
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saying to you yesterday about the pathology of membranous dys-

menorrhoea, and it is this, that investigations are still wanting as to

the influence which is exerted by the ovaries in exciting the forma-

tion of the membranes discharged in such cases. We do not know
whether there exists any special kind of disease or diseased action

in the ovaries, or whether on these occasions they become the seat

of any unusual degree of excitement, such as might be indicated by

a degree of change in the burst Graafian follicle, so great as to

cause it to assume more nearly the character of the corpus luteum

occurring on impregnation. As regards the treatment of membran-

ous dysmenorrhcea, you will find that various plans of treatment

have been recommended, according to the view entertained as to the

nature of the disease. Thus, by some authors, the remedies ai:)pro-

priate for the cure of the rheumatic dysmenorrhcea have been much

bepraised, and held to be of special advantage in this form of the

aff"ection ; while others, who regarded it as inflammatory, and looked

upon the membrane as a fibrinous exudation, held that a cure was

only to be sought for by means of antiphlogistics. We have here,

in fact, a most notable example of how a change in our ideas

as to the pathology of a disease will lead to a corresponding

change in our therapeutic procedures. For we now know that the

disease is not peculiar to rheumatic subjects, nor produced by any

peculiar rheumatic poison ; and further, that it is not of a purely in-

flammatory character, but that it is due merely to an exaggeration

of a normal condition, or to an exalted degree of a physiological

action ; and the consec^uent change brought about in our treatment

consists in this, that while we administer bromides and iodides, and

other internal remedies which are likely to exert an alterative action

on the uterus, we at the same time apply local remedies with a view

of changing the condition of the organ and modifying its action, so

as to lead it to perform its functions in a healthier and more natural

manner. I think I have sometimes seen good results in this way
from the local application of mercurial preparations—putting the

uterus, as it were, through a sort of independent mercurial course.

It may very easily be applied by the patient herself, in the form of

a medicated pessary, introduced twice a-day into the vagina and

pushed up to the womb. Used in this way, mercury does produce

not only a local effect, but also, in some exceptional cases, I have

seen it produce its constitutional eff'ects, and lead to salivation.

That drugs applied in this form may be absorbed into the system,

is evidenced also by the narcotic effect sometimes produced by mor-
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phia given in the form of pessaries. The constitutional action of the

drug is not by any means so marked as wlien an equal quantity is

administered per anum ; but in some very susceptible patients I

have seen pessaries containing half-a-grain of morphia cause con-

traction of the pupils, and all the effects of a full dose of the drug

when taken into the stomach. But whether the mercury produce

a general action or not, I am certain that you will often find much
good resulting from its local application, all the more, if at the same

time some alterative and tonic constitutional treatment be employed.

On this treatment you will find some valuable practical remarks in

the excellent work which Dr. Kigby has lately published on the

Diseases of Females.

In more obstinate cases I have sometimes used with advantage

remedies of an alterative type, applied directly to the lining mem-

brane of the uterus. This kind of treatment seems to be more

particularly indicated where, after each expulsion of a dysmenorrhoeal

membrane, a sort of leucorrhoeal discharge from the interior of the

uterus sets in, and continues for a longer or shorter period. It may
be likened, on a small scale, to the lochial discharge occurring after

parturition, or after an abortion. In such cases some caustic or

alterative stimulant, such as nitrate of silver, may be applied to the

interior of the uterus by means of this instrument resembling the

porte-caustique of Lallemand for applying caustics to the orifices of

the spermatic ducts in males—only with this difference, that it is

curved towards the point in the manner of the uterine sound in

order to suit the axes of the pelvis, and is furnished at two inches

from the end with a small knob to mark the normal length of the

uterine cavity. The instrument consists of a long tube curved near

the extremity, and provided with a stilette, which is capable of being

pushed through the tube to about the extent of an inch—the length

to which the tube is retracted being regulated by means of a ring

which may be fixed at any point near the handle. In one side of

the stilette, in the part which may be protruded, is a groove in

which the finely-powdered nitrate of silver is placed. The instru-

ment is introduced into the womb with the end of the stUette pro-

tected by the tube, and then the tube having been withdrawn to

the required extent, the powder is scattered over all the interior of

the uterus by turning round the handle of the stilette. By this

means you may sometimes produce a salutary effect on the mucous

membrane ; and other substances, such as pounded iodine, etc., may
be used in the same manner. Even perchloride of iron may be
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employed, but as it is too deliquescent to be kept applied in the

form of jjowder, you will require to apply it in solution, by means of

an instrument essentially of the same construction as that which I

have described, only differing from it in having a narrow piece of

sponge, about an inch in length, fixed to the end of the stUette for

the absorption and application of the liquid. But, mark you, never

think or dream of throwing liquids into the interior of the uterus by

means of any injecting apparatus, for severe and fatal inflammations

are very likely to ensue. Such a result may, perhaps, be caused by
the fluid running along one or other patent Fallopian tube and

escaping into the i^eritoneum ; more probably it may be due to

laceration of the mucous membrane and entrance of the fluid into

one of the uterine veins
;
but, however it may be produced, the con-

sequences of injecting fluids into the cavity of the womb are so often

dangerous and deadly that the practice has now been given up, I

believe, by all accoucheurs. We can still, however, apply solids

with safety in the manner I have told you ; and by doing so once, or

twice, or thrice, in the intervals between the menstrual periods, you

will often succeed in changing the action of the uterus, and in wear-

ing out the tendency of its mucous membrane to become exfoliated

at every menstruation.

7. Treatment of Obstructive Dysmenorrhea.—Lastly, it remains

for me to speak of the radical treatment of the mechanical form of

dysmenorrhoea where there exists some obstruction to the escape of

the menstrual secretion, or of those cases where the os or cervix

uteri are too narrow and contracted to allow of the free discharge

of the secreted menstrual fluid. It is a pathological principle in the

case of all other hollow organs with orifices or canals of outlet, that

when their canals or orifices become strictured or obstructed, accumu-

lation of tlie appropriate fluid takes place within their cavities, that

muscular contractions are then excited in their walls for the expul-

sion of the accumulated contents, and if these accumulations become

common or chronic, the muscular coats of the distended organ are

apt to become thickened and hypertroj^hied. This principle, for

example, we see illustrated in the case of the bladder, when, from

stricture of the urethra, an obstruction is presented to the free flow

of the urine, and the manifest indication for treatment in such a case

is the removal of the obstruction. The same pathological principle

applies to the uterus in the case of contractions of the os and cervix,

and the same principle should guide us in the treatment of it. Dr.

Macintosh, a medical teacher of great reputation in this school some
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twenty-five years ago, thought he was the first to call attention to

this particular form of dysmenorrhoea, and proposed to treat it in

the same manner as surgeons do strictures of the urethra. But, in

passing, allow me to say that the idea that stricture of the os uteri

may cause dysmenorrhoja, is far from being so novel as Dr. Macin-

tosh believed, for it was known long before that it could not merely

give rise to dysmenorrhoea, but that it could also be in some cases a

source of sterility. Not only so, but the plan of treatment then re-

commended by Dr. Macintosh was forestalled ages before. For, in

the works included among the Hippocratic writings, the disease is

most distinctly spoken of, and the appropriate treatment described.

In the thirteenth section of the Twai-AsTuv TL^mtov, the treatment of

those cases is given where sterility is due to some unusual conditions of

the OS uteri ; and among other things, the writer tells us that where

the orifice is very much contracted, it must be opened up with

bougies and leaden instruments. So that this plan of treatment is

at least 2500 years old. Some others among the older Greek and

Eoman writers on female diseases have also alluded to this form of

dysmenorrhoea or sterility, and to its treatment by dilatation of the

OS uteri, though none so distinctly as the Father of Medicine him-

self. But there are various surgical works of later date in which

mention is made of this matter in the most explicit terms. Thus in

the Marrow of Chirurgery, published in the latter part of the

seventeenth century by Mr. Cook, of Warwick, a work containing

various curious notices and cases in obstetric, medical, and surgical

practice, this author treats in one of his chapters of closure of the

" inner orifice " of the womb, or os uteri, and recommends it to be

enlarged when necessary by gentian root or prepared sponge, and

afterwards by the introduction of hollow instruments of silver, ivory,

or horn, and these means, he adds, are better than incision. When
I first read these observations by Mr. Cook five or six years ago, it

appeared to me that this English provincial practitioner had quite

anticipated every modern principle in the treatment of these cases.

Mr. Cook published another work several years before the Marrow

of Chirurgery appeared. This second book was published in 1627,

and entitled " Select Observations on English Bodies ; or Cases both

Empiricall and Historical performed on many eminent persons in

desperate diseases ; first written in Latin by Mr. John Hall, a

physician residing at Stratford-on-Avon." This work (and the

original Latin manuscript of Mr. Hall is in the possession of my
friend Dr. Jackson of Edinburgh) does not contain among its two
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hundred cases any notice of any instances of dj^smenorrhoea, and is

more interesting in other respects than its medical relations. For

Dr. John Hall—whose cases Cook translated from Latin into

English— was the son-in-law of the immortal Shakspeare, having

married Shakspeare's favourite daughter Susannah; and he inhabited

and practised in Shakspeare's " great house " at Stratford after the

poet's death. He died several years before his wife ; and Susannah

Shakspeare sold her husband's manuscript volumes to Mr. Cook.

In his preface Cook tells us how cunningly Susannah drove the

bargain with him for her husband's manuscript Avork, all the time

denying it was her husband's. But I have no doubt that, though a

puritan surgeon, the buyer was as sharp as the saleswoman. At

least I am inclined to judge so from the fact that the remarkable

passage which exists in his Blarrow of CJiirurgery, regarding the

treatment of obstructive dysmenorrhoea, is taken by Cook deliber-

ately almost verbatim, without his having tried the practice, and

without one hint or word of honest acknowledgment, from a work

published some j^ears previously at Amsterdam, by one of the

inventors of the obstetric lever.

In the Medico-Chirurgical OhservaUons of Henry van Eoonhuyse,

which were " Englished out of Dutch by a careful hand " in the

year 1676, you will find a chapter devoted to the consideration of

TJie Clausura Uteri (p. 107), from which I take the liberty of citing

the following paragraph :

—
" Proceeding to the third part of our

division of the womb, which is that they call the neck of it

—

beginning from the inner end of the vagina, and being that space

which is from that end of the vagina to the fundus uteri itself— we

are to know that this neck is very narrow, and comes to be shut very

close, and even so close that a thin stilette will not pass into the

bottom of the womb, by which infirmity the womb remains shut, and

it is caused by some cold humours, stale seed, or stale menstrua,

whereby this neck comes to be swelled together when they are com-

pacted upon it. . . . In some women this neck is so hardened,

tapering out, and sunk down, that sometimes I can do them but little

good by emollient and discutient fomentations, nor by anointing

remedies ; but am forced in that case to enlarge it by means of the

radix gentiana, medulla sambuci, or even by a prepared and dried

sponge, having been first moistened in melted white wax, and

squeezed in a press, to make of it convenient pessaries, according to

the exigency of the case, by which means the neck of the womb can

be disclosed and widened, and made to have its due purgations.
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Now, being thus widened, there may easily be inserted in the open-

ing an instrument turned of silver, ivory, or horn, in the screw

fashion, but having one end somewhat thicker than the other, and

the upper end being like a great Clyster-pipe, within turned hollow

and pervious, of which I have caused to be made many, and of

different fashions, some bigger and thicker than others, so I have

them in readiness upon occasion. . . . The patient may, without

any inconvenience, when the said instrument is inserted in the part,

carry the same and go about with it, for a constant discharge of the

womb. So that it is much better to make use, in this case, of this

prepared instrument, whereby it may be constantly entertained,

than to hasten the cure by the violence of a knife."

Dr. Macintosh was led, by considering that cases of stricture of

the urethra are cured by means of dilating instruments, to apply the

same treatment for the cure of strictures or contractions of the os

uteri ; and for this purpose he made use of straight metallic sounds

or bougies of different degrees of thickness, such as those I now show

you. He began the treatment by introducing very small probe-like

rods or sounds into the os, and then gradually always larger and

larger ones in succession, till the os was dilated to such an extent as

easily to admit a staff of the size of a No. 13 urethra bougie, or even

sometimes larger ; and in his Practice of Physic he states the results

of his treatment in such cases in the following words :

—

" I have treated twenty cases of dysmenorrhoea, by dUating the

OS uteri, and have permanently cured eighteen of the patients. Of

the eighteen successful cases, eight were either young unmarried

women or living in a state of widowhood ; ten were married, and

living with their husbands. Of these ten, seven subsequently fell

with child. This is the statement made in 1832. Since that period

I have tried the practice, after every other means had failed, in

seven cases ; in one of the seven only has it failed, the others have

been completely and permanently cured. Of the six successful

cases, four have since had a child each. Thus, in twenty-seven

women, twenty-four cures have taken place, and of these eleven have

since had children. This plain statement of facts, and a visit to my
Museum, should stop the sneers of an illiberal brotherhood."

It has been argued in relation to this kind of practice, that if

the OS uteri is open enough to admit of the entrance of a probe, it

should admit of the escape of the menstrual fluid as well. But it

always seems to me that the degree of dysmenorrhoea and the

amount of suffering depend not so much on the actual degree of
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contraction in any case as on the amount of the fluid, or rather, on

the rapidity with which it is secreted. If the secretion be very

rapid from the commencement, or contains sohd coagula or lymph,

the OS, though pervious to a probe, may be too small to allow all the

eliminated fluid to escape from the uterine cavity. Consequently,

the retained secretion will accumulate within the uterine cavity, and

the distension produced by this accumulation will lead on to the

establishment of expulsive or dysmenorrhoeal pains. For where the

OS is relatively small, without being greatly and morbidly strictured,

the pain is not perceived until after the discharge has set in, and

even then it is not steady and continuous, but more paroxysmal in

character. It may not altogether intermit, but it remits. When,

I beg to repeat, the amount of fluid secreted is too great to allow of

its easy escape, it becomes accumulated in the cavity, and causes

pain by distending and exciting the uterus, till it begins to contract

with such force as to expel a quantity of the fluid, and then a tem-

porary relief is obtained which la.sts until a re-accumulation of the

secretion produces afresh the painful sensations. In this way reten-

tion and obstruction may even occur with a comparatively wide os,

provided the menstrual fluid be very rapidly secreted, and especially

if it be mixed up with solid masses of coagula or fibrine
;
and, on

the other hand, in cases where the uterus gives out only and

always a very small and scanty or rather a very slow secretion, no

pain may be experienced, although the os may be of the smallest

calibre. Mechanical dysmenorrhoea may occur, in short, in some

cases where the os is nearly of the normal size, and does not of

necessity occur where the os is contracted and strictured to the

greatest possible degree ; and it very generally happens that when

irritation has once been applied to the womb, and the muscular

fibres have once been called into action, the contractions go on for

hours afterwards, and give rise to painful sensations.

I have repeatedly followed out Dr. Macintosh's plan of treatment

by means of bougies of daily increasing size ; and sometimes with

perfect success. But you will find, if you come to try it, that it is

an irksome and tedious process, taking up a great deal of your time,

and often causing very great pain to the patient. So much suff"ering

do some patients experience from this daily distension and dilatation

of the OS and cervix, that they are content to bear their monthly

pain rather than submit to the ordeal of such a frequent torture
;

and therefore I have been led at various times to try diff"erent

methods of attaining the object in view—viz. dilatation of the con-
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tracted orifice. I made use for a time, after the first stages of dila-

tation were effected by bougies, of a fine, liollow, two-bladed instru-

ment, which could readily be passed into the canal of the cervix,

and could then be dilated by having a bougie of larger size pushed

in along its cavity, or between its blades. Others have used instru-

ments with two blades, which could be separated by means of a

screw, somewhat resembling the instrument contrived by Mr. Weiss

for dilatation of the female urethra for the removal of urinary

calculi.

Again, as you are aware, some French surgeons have found good

results in cases of stricture of the urethra from leaving bougies in

the passage for a lengthened period ; and this plan of treatment for

that disease would, doubtless, have come more into vogue, and have

been much more extensively employed, had it not been attended

with this one drawback, viz. that the urine required to pass along

the sides of the instrument, and was a source of constant annoyance

and discomfort to the patient. In the case of stricture of the os and

Fig. 50. Fig. 51.

cervix uteri, however, no such drawback could possibly occur, as in

the intervals between the cataraenial periods nothing but a slight

mucous secretion escapes along the cervical canal, and to save my
own time, and that of the patient, I had recourse to the use of per-

manent bougies or small sounds, which are introduced into the

interior of the uterus and left there. And this treatment has been

Figs. 50 and 51. Intra-uterine stem pessaries used for dilatation of the os and
cervix uteri.
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attended, in many cases, with the happiest results ; for there is this

peculiarity connected with the use of bougies for dilating the cervix

uteri, tliat while the introduction of the instrument sometimes causes

pain for a short period at first, and possibly excites some .spasmodic

action in the muscular fibres, this very soon subsides when the

instrument is left in the canal, and there it may remain days and

weeks, without causing any further disturbance. For a long time I

employed these intra-uterine bougies as the chief or only agents for

Fig. 52.

the cure of mechanical dysmenorrhoea, passing in one of a larger

size every three or four daj^s. The principal disadvantage attendant

on their use was the length of time required for obtaining a cure by

means of them. That disadvantage may be, however, overcome by

effecting the dilatation by sponge-tents, which will expand the os and

cervical canal in twenty or thirty hours. But I very frequently found

that when the dilatation was effected mechanically, and whether

slowly by sounds, or rapidly by sponge-tents, relapse of the stricture

or contraction was very apt to occur after a time
;
just as so often

happens after the treatment of bad stricture of the male urethra by

merely dilating instruments. For some years past I have thought

that the best and speediest mode of cure is to have recourse at once

to dilatation of the os by incising it at l^oth sides. In order to

understand the mechanism of this operation, just consider, for a

moment, what is the object Avhich you wish to attain by your treat-

ment. A married patient applies to you for the cure of obstructive

dysmenorrhoea and its usual accompaniment, sterility. Now, know-

ing that the one condition as well as the other is comparatively rare

in the case of women who have once borne children, what you want

to effect is to bring a uterus that has never contained an impregnated

ovum as nearly as possible into the condition of one that has. The

occurrence of j^regnancy once, seems to bring the uterus into a con-

dition favourable for its recurrence, although this may not be evident

in ordinary cases where pregnancy goes on to the full term, and ends

in the parturition of a living child, for then lactation comes in with

Fig. 52. The point of the staff used in the introduction of intra-uterine

pessaries.
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its counteracting tendencies. But you can satisfy yourselves of the

truth of the remark as a general principle, to which there are doubt-

less many exceptions, by making the neces-

sary observation in the case of mothers who

do not nurse, and some of whom in conse-

quence bear a child almost annually ; and

also in the case of women who are frequently

aborting, for in them you will find that so

soon as the immediate local and general

effects of the abortion have passed away,

impregnation very often occurs again immediately
;

whereas, in

the first instance, it may not have supervened for some months

or more after marriage. And the only appreciable difference in

the state of the uterus in such a patient at the time of marriage,

and after parturition or after a miscarriage, is, that at the latter

period the os and cervix uteri are less contracted. A patulous con-

dition of these parts seems to admit of the more ready entrance of

the spermatic fluid, and so to favour impregnation. Now, then, how

can we best bring the uterus of a female who has never borne

children into a condition resemb-

ling the uterus of one who has

aborted or borne living children 1

If you look at the os tincse of a

once gravid uterus, such as I now
show you, you will perceive it to

be of an elongated oval form, the

long axis of the opening being

directed from side to side ; while

the orifice of a virgin uterus, such Fig. 5i.

as this, is much smaller and more nearly circular. The os of the

former kind of uterus is not only wider than that of the latter, but

its form is different ; and while by means of bougies or sponge-tents

you may render the opening of the virgin uterus for a time suffi-

ciently patent, you cannot by such means impart to it that longi-

tudinal form which seems to counteract its tendency again to contract

on removal of the dilating force. But all this you can effect at once,

rapidly and certainly, by making incisions of sufficient depth into

both sides of the cervix uteri. To make such incisions, you require

to introduce this instrument or metrotome as far as the os internum.

Fig. 53. Sketch of the virgin os uteri.

Fig. 54. Sketch of the os uteri of a woman who has borne children.
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where the incision begins—at first quite shallow, and then make it

deeper as the instrument is withdrawn, till *N_-»'s^WMSi=^

at the OS externum the cervix is cut across in

all its thickness. An incision of this nature

into both sides of the cervix makes its canal

wide and pyramidal in form, so as easily to

admit the finger ; and in healing leaves the

orifice more like that of a uterus from which

an impregnated ovum has been expelled. The

first patient on whom I performed this opera-

tion, in 1843, was a lady of high rank, who
had been married for several years, without

having had a family, and who used to suffer

at each menstrual period from most excru-

ciating pains. She had heard about the dila-

tation, and had got up the whole subject—anatomy and all—and

came to Edinburgh with the view of obtaining relief by that means.

I explained to her that the process would occupy a considerable

period—two months or more—when she at once said that the time

was too long, and that unless she could be cured by some speedier

method she would not submit to be treated at all. I then told

her that I had often thought of dividing the cervix in such cases
;

and that, though I had never yet put it in practice, I believed it

would be both a speedy and a most effectual means of procuring

relief. She readily comprehended what was meant, and seeing the

feasibility of the proposal, at once said that I must perform the

operation on her as the first patient. I made the incisions as I

have told you, but with a very imperfect instrument, and the

patient soon was perfectly well, and about four months afterwards

I heard that she had become pregnant. I was afraid that the

cicatrix might present some obstruction to parturition, and so was Sir

Charles Locock, who was to attend her in her confinement in London.

I was waiting very anxiously to know what effect the operation might

have had on the labour, when a letter from Sir Charles relieved me
from my anxieties, for he told me that the labour had not only gone

on quite favourably, but had even been remarkably easy for a first

confinement. Since that period I have performed the operation

Fig. 55. Section of the uterus. The dark triangular portion on either side

between A and B is intended to show the extent to which the incision should

be made for the relief of obstructive dysmenoiThcea. It ought, however, to have

been carried more closely to the reflection of the roof of the vagina on both sides.
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in a very great number of cases. Last week, for example, I had

recourse to it in not fewer than five cases. In fact, it has come,

with me, to be the usual mode of treatment for all cases of dys-

menorrhoea depending on contraction of the os or cervix uteri.

How are the incisions to be made ? The instrument which I

use for the purpose is a sort of concealed bistoury such as I now
show you. The patient being placed on her left

side, the point of the instrument is passed up to

the OS internum, and when there is a stricture at

that point—which, however, is rarely the case

—

a slight notch is to be made there on either side.

This, I say, you wUl rarely find it necessary to do

;

what you most commonly require, is to incise and

open up the canal of the cervix and the external

orifice. To do this you must introduce the instru-

ment nearly to the internal os, and then, as you

withdraw the instrument, press out the blade and

cut through the cervix on one side in such a way
that at first only the internal fibres are divided,

and the incision, as it becomes lower, becomes also

always deeper tUl the point emerges somewhat

below, where the mucous membrane of the vagina

becomes reflected on the cervix, and below this

point the portio vaginalis uteri is divided in all

its thickness. You then turn round the instru-

ment, and make a similar incision on the other

side. When you have thus divided either side

you will feel that a conical opening has been left,

the base of which includes all the thickness of the

portio vaginalis uteri. The canal may contract to some degree after-

wards when the wounds heal, and to prevent this I have sometimes

made use of sponge-tents or intra-uterine bougies. But the intro-

duction of these instruments in such cases causes pain and irritation

of the raw lips of the wound ; and you will find that by opening up

the wound every two or three days for a time with the finger, you

can efiFectually prevent all union by the first intention, and in this

way provide against the chances of a recurrence of the stricture ; or

you may touch the corners of the wound with a piece of nitrate of

Fig. 56. The hysterotome or metrotome. To allow of the protrusion of the

blade a, to the desired extent, the rod h in the handle must be screwed out to the

proper distance.

Fig. 56.
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silver with a like good result. Hemorrhage may sometimes follow

division of the cervix, more particularly if you cut too deeply in the

upper portion of it, where you run the risk by so doing of wounding

some of the veins of the plexus uterinus ; and it ought always to be

guarded against by plugging the vagina immediately after the

operation with some pieces of sponge, or by applying a saturated

solution of perchloride of iron in glycerine with a brush to the raw

surface. In some few instances the hemorrhage is pretty smart
;

but I have never seen it occur to any very alarming extent. In-

flammation may sometimes be set up and sjjread to the surrounding

loose cellular tissue, or the pelvic peritoneum ; and though this

rarely goes on to any dangerous extent, yet you may expect some-

times to meet it, and you must always be prepared to treat it, and

treat it according to the principles which I have explained in

speaking of pelvic inflammations in general. Attended with such

rare and slight risks, the operation is a very safe one ; and there is

only this further to be observed in connection with it, that unless

all the fibres are fully divided, tliere is sometimes a chance of the

wound healing too rapidly, and the stricture being reproduced.

But altogether, I believe I am entitled to say, that there are few

operations in surgery so perfectly simple in their performance, and

so entirely satisfactory in their results, as division of the cervix uteri

in cases of obstructive dysmenorrhoea and sterility.
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LECTURE XV.

ON CLOSURES AND CONTRACTIONS OF THE VAGINA, ETC.

Gentlemen—In the last of my Clinical Lectures I was speaking to

you of dysmenorrhoea and the treatment of it, and more particularly

of that form of the disease which is produced by a contraction

or stricture of the canal of the cervix, or of the os uteri, olfering a

partial obstruction to the free escape of the secreted catamenial

fluid. It sometimes happens that the catamenial discharge is im-

peded, or, indeed, arrested by such a contracted state of the os

uteri, or more frequently of the vagina, as amounts not to mere

stricture, but to actual obliteration or closure of the maternal canals.

In cases of this kind, there is not merely dysmenorrhoea—you have

amenorrhoea in addition. I allude to this subject on account of the

circumstance that we have at present in the hospital a case of this

kind, where retention of the menses has occurred in consequence of

morbid contraction and closure of the vagina, and probably of the

OS uteri also. The account of the case, as it stands in the hospital

records, is as follows :

—

" I. A., aged 21 ; admitted January 3d. Usually very healthy, until her con-

finement with her first child, eighteen months since. She then gave birth to a

male child after a protracted labour, attended with great suffering, and lasting for

two nights and one day. Living at the time in the country, she was attended

during the labour by some female friends only, the medical practitioner of the

district being from home at the time, and not able to see her until five hours after

the birth of the child, when he removed the placenta, which had been retained in

utero until his arrival. The removal of the placenta was attended with much pain.

She states that she suffered from ' inflammation ' for some time after delivery, but

does not remember having had any purulent discharge from the vagina. It was

six weeks before she left her bed, and four months before she was quite con-

valescent.

" Previously to her pregnancy and delivery, she had menstruated at somewhat

irregular periods, the catamenia being occasionally absent for two months together,

but never exceeding that interval. Since her cqnfinement she has never once

menstruated, but at first suffered considerable pain at the usual monthly periods,

although the catamenia did not appear externally. This pain she describes as of

a lancinating character, accompanied by 'bearing-down feelings,' and the presence

of a defined tumour in the lower part of the abdomen. This tumour disappeared
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partially after a variable time, being tender on pressure, especially on the left side.

She has been under medical treatment at different times, blisters and counter-

irritation to the surface of the abdomen having been tried, but without success.

No local remedial measures have hitherto been adopted.

" On examination, a roundish tumour can be felt in the supra-pubic region,

extending as high up as three inches above the pubes ; somewhat tender on pres-

sure, and with its fundus leaning to the left side.

"About an inch above the orifice of the vagina, that canal is felt suddenly

contracting. The contraction is so great as only to leave an orifice large enough
to^admit the tip of the little finger. Above this orifice a canal runs upward for

an inch or more, as ascertained by the jiassage of a probe or sound. On January

4th, this contracted orifice was begun to be dilated by the introduction of a sponge-

tent. A tent of a larger size was introduced on the 5th.

" On the 6th, the first contraction was found completely dilated by the tent,

and the finger could now be readily passed into the upper portion of the vagina,

to the extent of two inches, when a second and closer constriction was discovered.

" On January 7th, the patient was put under the influence of chloroform, and
Professor Simpson, upon examination, found that the narrowing was not so

much of the nature of a stricture as an adhesion of the walls of the remaining

upper part of the vagina. This adhesion was easily broken down by the finger
;

but the OS and cervix could not be completely exposed, owing apparently to the

presence of a septum still intervening. The os and cervix appear to be much
inclined to the left side. There was slight hemorrhage after this breaking down
of the adhesions between the vaginal walls.

"

I would only add further, in regard to this case, that the patient

looks healthy and strong, and that the difficulty in making out the

state of matters in the generative organs was increased by the cir-

cumstance that the uterus is partially displaced, the os being bent

down to the left side and fixed there. A slight degree of febrile

action supervened on separation with the finger of the vaginal ad-

hesions. This irritation we must allow fairly to subside before we

take any other steps for our patient's relief. When she is quite

recovered, we shall proceed to divide the intervening septum of

which you have heard, and try to afford an exit to the accumulated

catamenial fluid.

I. Causes of Occlusion and Stricture of the Vagina.

1. Contraction and Closure of the Vagina as a Result of Difficult

Parturition.—In relation to occlusion of the uterine or vaginal pass-

ages causing retention of the menstrual fluid, let me state that,

when this occurs as a consequence of parturition, it is usually due

to inflammation excited - during the process by the long-continued

pressure of the child's head on the maternal soft parts, and which

ends in sloughing and adhesion of opposing raw surfaces. Such

destructive gangrenous inflammation in the maternal passages is

vol. m. s
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more frequently owing to the want of operative interference than

to the improper use of instruments ; for in most of the cases where

this accident has happened, it might have been avoided by applying

instruments to hasten the labour, and by relieving the parts more

early from the fatal continued pressure to which they are subjected-

Pressure, however slight in degree, when applied continuously for a

lengthened period to any part, has a much more prejudicial effect

upon the life of the structures, than a degree of pressure, however

strong, which is only applied during a short sj^ace of time. In treat-

ing of this point in connection with parturition, my friend. Dr. Beatty,

refers to a fact which is very impressive and instructive—viz., that

when a malingerer in the army wishes to produce on his leg, or on

some part of his body, a sore which shall cause him to be invalided,

he knows that it is not necessary to inflict on himself any great and

severe blow to produce the ulcer, but he simply straps down a coin

on the chosen spot with a slight degree of pressure, and lets it there

remain till such time as the vitality of the tissues pressed upon has

been destroyed and the part is ready to slough away—the pathological

fact being, I repeat, that slight pressure long continued is more apt

to produce gangrene and mortification of a part than an infinitely

higher degree of pressure applied for a shorter period.

Moreover, when inflammation and sloughing are produced in the

vagina, there is, in the j^rocess of healing, thrown out at the seat of

these changes a new sort of so-called " cicatricial " tissue, which in-

duces in the part a very strong disposition to contract in healing.

It is the same sort of change which you see occurring in cases of

burns on the neck, for example, and the consequences are of the

same nature
;

for, as in the neck obstinate contractions and almost

irremediable deformities occur, so here you have contractions occur-

ring, and deformities and displacements produced by the gradual

contractions of the new cicatricial tissue, which it is a matter of the

greatest difficulty to reform and remedy. In our case in the hospital,

contraction to a great degree has occurred at the lower site of the

vaginal stricture, and there was adhesion between opposed surfaces

at some points situated higher up in the canal.

Allow me here merely to add, in passing, that the vaginal con-

tractions which follow difficult labour are not, by any means, always

of course so great as to produce, as in our present patient, entire

closure of the canal, and consequent amenorrhoea and dysmenorrhoea.

Much more frequently they are less in degree, and cause, in the

vagina, only partial contractions and strictures of very various and

irregular forms.
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2. Closure, and Contraction of the Vagina as a Result of Inflam-

m,ation, and independently of Pregnancy.—But you may meet with cases

of closure of the genital passages of the female which have come on

as a result of inflammation, occurring quite independently of labour.

Thus you may see inflammation of the vagina, and then usually in

its lowest point, in young children, ending in contraction or closure

of the canal ; and when the patient arrives at puberty, menstruation

is interfered with, and there may even be complete obstruction to the

catamenial flow. That such cases should ever and auon occur need

not be to any of you a matter of surprise, for you have here the

constant irritation of urine, which is frequently acrid in its nature,

tending to excite and inflame the j^arts
;
and, in very young children,

a leucorrhoeal discharge and a degree of chronic inflammation in

the lower end of the vagina are phenomena of very frequent obser-

vation. But it is not in such cases as these, where want of cleanli-

ness is the chief cause of the morbid condition, that the inflammatory

contractions which we are considering are very apt to occui-. They

take place, I believe, more frequently under quite different circum-

stances—viz., where, under a specific type of inflammation, there

seems to be a special tendency in the part to the development of

some uniting material, and an almost insuperable tendency to adhe-

sion between oj^posing excoriated surfaces. This tendency to the

union or adhesion is not unfrequently seen in young children at the

very orifice of the vagina, and is limited to that point and to the

portion of mucous membrane more immediately external to it, with-

out its stretching upwards along the canal of the vagina. I saw two

instances of this kind of closure of the vulva, last year, in the cases

of children who were well nursed and attended to, and where there

was no want of cleanliness whatever
;
yet in both this tendency to

adhesion of the sides of the vulvar orifice of the vagina was very

marked ; and when the adhesions were broken down, and the lips of

the orifice separated, they always speedily showed an inclination to

reunite. There was here in fact a type of inflammation of the vagina

of which no description has yet been attempted to be given, attended

with no formation of pus, and tending merely but inveterately to the

formation of adhesions. In such cases separation of the opposing

surfaces is not enough to eff"ect a permanent cure of the morbid

condition. You may tear up the adhesions with a probe, or with

the head of a pin, or by stretching the lips with the fingers ; but

the sides of the canal will again cohere, unless the nurse be taught

carefully to introduce some lint steeped in oil or glycerine every day.
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to prevent the separated surfaces from coming into constant contact.

In such cases the adhesion comes on usually without any very

marked symptoms. Perhaps, in consequence of pain in micturition

or other reasons, the nurse examines the parts, and is alarmed by

noticing the obliteration of the vaginal orifice. On a proper

inspection you will find the os vaginae (as in some cases of congenital

closure of the same orifice) closed up by a thin greyish membrane,

which is non-vascular ; and when this is torn across no hemorrhage

ensues.

You may meet likewise among adults with cases of a kind of

adhesive or obliterative vaginitis of an analogous type. But the

disease in adults differs from the disease in infants in one or two

important respects. In infants this inflammatory closure is usually

limited to the very orifice of the vagina, and produces complete

occlusion of the canal. In adults it generally commences at the

upper jiart of the vagina, and spreads gradually downward, and

seldom causes complete closure. In infants there is commonly cohe-

sion merely of the opposed sides of the orifice of the vagina, without

any tendency to circular contraction in the calibre or circumference

of the orifice. In adults, on the contrary, the state of inflammatory

cohesion and obliteration is almost always attended with a simul-

taneous tendency to circumferential contraction of the canal at the

site of the disease, so that when it is limited, as it often is, to the

top of the vagina, the os uteri is felt drawn up, as it were, to the

apex of a narrow conical or funnel-shaped cavity. I have met, how-

ever, with obliterative or adhesive vaginitis without the co-existence

of this circular contraction. For example, I saw some years ago a

remarkable instance of this form of malady along with Dr. Dickson,

in the person of an adult unmarried lady, who was suffering from

retention of the menses, and in whom I found the vagina completely

occluded. The occlusion here was due to cohesion of the opposite

walls of the canal, which had become glued together in consequence,

apparently, of chronic inflammation—not very firmly, but just so

that they could be easily separated by the finger, and very much

resembling to the touch that degree of adhesion which you often

find between the contiguous serous surfaces when making a post-

mortem examination of patients who have died of subacute perito-

nitis or pleuritis. Then there is this jjeculiarity sometimes notice-

able in such cases as these, that the adhesion does not apparently

become in any marked degi-ee strengthened by being left undisturbed

during a lengthened period ; for even where it has existed, or appears
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to have existed, for months at least, and perhaps years, pressure with

the finger still sutfices to overcome it. Nor does frequency of sepa-

ration seem to affect much the degree of firmness of these adhesions.

You may separate adhesions such as I have been speaking of, several

times at intervals of months, and the adhesions which are repro-

duced after rupture of the pre-existing ones, never seem to be in

any degree firmer than those which were originally present. I can

only comjmre the obstinate tendency to recur manifested by these

adhesions and contractions in the vagina, to the obstinacy of recur-

rence seen in cases of flexion of the fingers, px'oduced by morbid

contraction of the palmar fascia, after the employment of operative

measures for its relief; and it may be that the cause of both forms

of affection is the same in kind. There is evidently a tendency in

some rare cases to the occuiTence of obliterative inflammation of the

uterine canal itself ; for in the instances I refer to you may open

up the canal repeatedly with the uterine sound, and yet they will

occasionally come back to you with jjerfect amenorrhcea, and when

you Y>ass again the sound along the canal you will have the sensa-

tion imparted to you of the instrument separating the adherent

surfaces, just as you can feel the adhesions of the vagina separating

under the pressure of the finger. In such cases the inflammatory

process seems to have the result of causing the epithelial lining to

scale off, and thus permitting the sub-epithelial tissues of opposing

surfaces to come into contact and to cohere. In the few cases in

which I have noticed this morbid state, the patients were all, or

almost all, the subjects of amenorrha;a from an undeveloped or

undersized uterus ;— a complication to which I will direct your

attention on a subsequent occasion.

3. Closures and Contractions of the Vagina from congenital malfor-

mation.—We have thus seen that occlusion of the vagina may result,

first, from inflammation supervening on parturition
;
and, secondly,

from inflammation, or at least from morbid cohesions, occurring

independently of that process. But there is a third class of cases,

rarer, certainly, in their occurrence, than the two I have been telling

you of, but of which instances will occasionally present themselves

to 3'ou in practice, where the obliteration of this canal is not inflam-

matory in its origin, but is due to some congenital malformation.

Sometimes the orifice of the vagina is completely occluded, or nearly

so, in consequence of the hymen being developed to an unusual

degree and of unusual thickness, so as to render the vagina imper-

forate, or to leave an orifice too small to admit of the fulfilment of
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its functions. If you study tlie homologies between the male and

female organs of generation, you will find, I think, that the hymen

is in the female a representative, or analogue, of the fully closed

jierineura of the male ; and its excessive development in the class

of cases I allude to, leading to occlusion of the vaginal canal, and,

when complete, to retention of the menstrual secretion, only indi-

cates a tendency in the female to that more complete closure of the

perineum which occurs as the normal type of development in the

male. Congenital occlusion may occur not only at the introitus

vaginae, but may be seated higher up
;
just as we find in the case

of congenital obliteration of the bowel, where the seat of closure is

usually at the lower end, but is sometimes found in different points

of its course. When situated high up in the vaginal canal, congeni-

tal closures of it are not generally local and limited to one point.

Generally the occlusion is complete from the point you touch with

your finger in examination, up to the os uteri. Often, indeed, in

these cases where the vagina ends, an inch or two above its os, in a

cul-de-sac, the uterus itself is imperfectly developed, and rudimen-

tary, or, it may be, altogether absent ; so that if you could with the

scalpel restore the higher part of the vagina, it would be attended

with no practical benefit. Usually, however, when the vagina is

completely occluded and closed for any considerable length of its

course by congenital malformation, the walls of the rectum behind,

and of the urethra or bladder in front, are so intimately blended and

united, and the amount of tissue existing between them is so slight,

as to render any operative attempts at restoring or extending the

vaginal canal both futile and dangerous. I, have seen this kind of

operation repeatedly and cautiously tried, but never with complete

and permanent success.

What are the phenomena resulting from this state of affairs ?

What forms of distress and suffering do these contractions and

occlusions of the genital canals entail on the patient, so as to render

their investigation a matter of practical moment to us 1 What, in

short, are

II. The Symptoms and Diagnosis?

You will have often patients of eighteen or twenty, or older, con-

sulting you, who suppose themselves to be the subject of obstructive

ameuorrhoea, complaining that the catamenial discharge has never

appeared. In these cases, the patient herself is not unfrequently

conscious of peculiar sensations and uneasiness in the loins or pelvis.
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and sometimes of a state of general malaise, at particular and irre-

gular monthly j^eriods, which seem referable only to a menstrual

molimen. In forty-nine out of fifty cases, it will turn out to be only

an instance of retarded menstruation, but in the fiftieth there is

present some mechanical cause. There may be obliteration at the

vulva, or os vaginte, either congenital or acquired, or it may be higher

up in the vaginal canal, or the uterus may be imperfectly developed

and small, though open
;

or, far more rarely, the os may be closed,

and the organ rudimentary or absent. Again, it may be that after

a parturition the patient does not again begin to menstruate as before,

not even when the period of lactation has been brought to a close
;

but a tumour begins to be perceptible above the j^ubis, gradually

enlarging month by month, and leading the patient, perhaps, to

imagine that she has again become pregnant. In one case which

I saw along with Dr. Keiller, the patient had come to delude herself

with this idea. She had had a long and tedious confinement, which

led to infiammation and sloughing in the vagina where contraction

and adhesion between the opposite surfaces, and finally, complete

occlusion of the canal, ensued. Every month she had a feeling as if

she should be unwell, but no bloody discharge appeared externally.

It was, nevertheless, secreted on these occasions ; but instead of

being allowed to escape it became pent up and accumulated within

the cavity of the uterus, which gradually filled and got distended

and dilated to such a degree as to form in the end a hypogastric

tumour, smooth on the surface and of considerable size. On exami-

nation, per vaginam, all that could be felt by the finger was the

upper end of the canal perfectly obliterated, and preventing all

possibility of feeling the os uteri. How can you make sure, in such

a case as that of which I have been speaking, that the enlargement

of the uterus is due to an accumulation of the retained menstrual

fluid 1 You can only argue it out rationally in some such way as

this :—The patient has had no catamenial discharge appearing ex-

ternally for some months, although formerly she menstruated quite

regularly. Then there is, perhaps, the further history of a tedious

labour, producing symptoms of inflammation and sloughing in the

vagina, or of inflammation having occurred there from other causes.

The patient, moreover, has a feeling of distension referred to the

womb ; and a tumour slowly and gradually enlarging is felt rising

above the pubes, and imparts, it may be, a very indistinct feeling of

fluctuation. The fluctuation may be more distinctly felt by the

finger introduced into the vagina, or more distinctly still on passing
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it along the rectum past the point where the vagina is occluded.

In most cases where you have to do with fluid fluctuating collections

in the pelvis, the diagnosis can be facilitated, and the nature of the

case clearly made out, by introducing an exploring needle into the

part and drawing oS some of the fluid. But in such cases as we are

now considering, this instrument aff"ords us no assistance, for the

fluid is then too thick and glutinous to allow of its flowing through

such a slender tube. In the case of Dr. Keiller's patient, of whom
I have told you, I introduced a common-sized trocar and canula,

such as are used for tapping hydroceles, with the view of emptying

the uterine sac ; but no fluid would come. The fluid is very viscid

and glutinous, dark and tarry, and does not flow out except through

an opening of considerable size. By due physical examination, with

the finger and sound in the vagina and rectum, you can make out

much, or it may be everything, with regard to the anatomical site,

extent, and character of the contractions and closures that exist, the

condition of the uterus, etc.

In reference to the eS'ect of complete closure of the vagina or os

uteri upon the phenomena of menstruation, let me make in conclusion

these remarks :— 1 . Usually under this condition of matters, and when

at the same time the uterus and ovaries are fully developed, there is

a gradual accumulation of menstrual fluid above the site of occlusion,

which increases with recurring dysmenorrhoeal pains from month to

month. But there are exceptions to this general law
;

for, 2. It

happens sometimes, as in our patient in the hospital, that the accom-

panying dysmenorrhoeal pains and symptoms disappear for a time,

although the accumulation goes on increasing, as shown by the

increasing size of the distended uterus. And again, 3. Occasionally

there is no increasing accumulation of menstrual fluid in the uterus

after many months, although the closure remains complete
;

or,

indeed, there may be no accumulation at all. I have seen in prac-

tice two or three well-marked instances of this last exceptional form

of case. The first instance in which my attention was specially

called to it occurred many years ago now, in a patient who had been

the subject of extensive sloughing of the upper part of the vagina

after delivery. A vesico-vaginal fistula had followed. A surgeon

had applied the actual cautery repeatedly to the edges of the fistula
;

and, in consequence, the os uteri became closed and menstruation

ceased. During the last years of her life, this patient repeatedly

applied to me to re-open the os uteri with a small steel sound,

when menstruation ceased for some consecutive months. This treat-
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ment regularly relieved her, and menstruation always regularly

recurred for some time after it ; but on no occasion did I find an

accumulation of menstrual fluid in tlie uterus when I reopened the

occluded os.

IV. Treatment of Closure of Vagina, etc., when producing

Obstructive Amenorrhcea.

If you meet with a case of amenorrhcea combined with dys-

menorrhcea in a patient who has got a tumour in the region of the

uterus, which increases in size every month, and is evidently due to

an accumulation of fluid in the uterine cavity, and if in this patient

an occlusion of the vagina prevents you from reaching the cervix

uteri, it will be your duty in such a case to give a vent to the pent-

up fluid. An incision or perforation of some sort must be made

through the intervening septum, so as to open up the closed canal

and allow of the escape of the accumulated secretion. As to the

propriety of such a procedure, nay—even as to the urgency of it

—

there cannot be a doubt. But there is one thing I have to warn

you against in connection with it, viz. that the operation is by no

means free from danger. When a young female is brought to you

with the womb or vagina distended by long-retained menstrual

secretion, and even only a thin septum intervenes between your

exploring finger and the retained fluid, beware of making light of

such a case to the friends, and beware, above all, of telling them

that the operation you are about to undertake is either harmless or

trivial. For when the case has seemed of the simplest kind, and has

appeared as if it would easily be remedied by a slight incision, it has

often happened that the patient has been thrown into great danger

from the operation ; and in not a few instances the result has proved

fatal. The risk becomes very much greater when the seat of closure

or obstruction is high up in the vagina, for there the mere division

of these organic contractions is sometimes in itself dangerous, even

without the additional peril derived from the chance of inflammation

in the cavity and walls of the distended uterus. Dr. Ramsbotham
has collated several cases where this very simple operation terminated

fatally ; and numerous similar cases are on record. We had a lament-

able instance of this in the hospital three or four years ago, in the

case of an interesting patient of 22 or 23 years of age, who had

always suffered from amenorrhosa and dysmenorrhoea, which we
found to be due to occlusion of the vagina from adhesion, producing



266 CLOSURES AND CONTRACTIONS OF THE VAGINA, ETC.

a septum of no great thickness. Accumulation was still going on,

and the division of the thin sej^tum was clearly indicated. This was

effected by making a small incision, and the patient remained well

for two days
;
great quantities of the usual dark grumous fluid con-

stantly escaping by the vagina. But on the third day surgical fever

set in, and in a few days death supervened. The autopsy showed

that the interior of the distended uterus had become the seat of a

very intense inflammation, which had spread thence and led to a

severe and fatal ^peritonitis. The important lesson which is very

impressively taught us by this case is, that we should be extremely

cautious in giving our prognosis as to the result of similar opera-

tions. In making the division of the obstructing membrane or

tissue in these cases of obstructive amenorrhoea, you may employ

either the trocar or knife. The trocar does not always make an

opening large enough to allow the retained thick and glutinous

fluid to escape by it, and never one of such dimensions as is per-

manently requisite if the closure is high up in the vagina. You will

perform the operation more easily and completely by employing a

small tenotomy-knife. The patient may be placed either upon her

back or side ; and if the closure is above the orifice of the vagina,

you must guide the knife entirely by touch, and not by sight. Feel,

carefully, with the fore-finger of the right hand for the point where,

from any sensation of fluctuation or other causes, you judge it best

to make the centre of the proposed opening, and hold the finger

there ; then slip the tenotomy-knife, held in the left hand, up along

the fore-finger of the right hand, used as a guide
;
bring its tip in

contact with the point you wish to perforate
;
and, after pushing it

through the intervening septum, move it slightly first to one side

and then the other, so as to make an opening through which you

can force the finger. Increase subsequently the size of the oj^ening

to the dimensions which you wish, by stretching it with the finger

or fingers, rather than by any further use of a cutting instrument.

After the incision has been made, two or three courses may be

followed with reference to the evacuation of the accumulated fluid.

You may press slightly upon the uterus so as to hasten the expul-

sion of the contents ; or you may leave it to the uterus to expel the

matter by its own elasticity or by its own more gradual contractile

efforts ; and perhaps this is the safest and wisest course that in most

cases you can follow. Others again try to evacuate and clean out

the interior of the womb as rajiidly as possible by throwing up

injections of tepid water, with the very commendable object of
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getting rid at once of a fluid prone to decomposition, and liable to

become a source of putrid infection to the tissues with which it lies

in contact ; but in practice you will really find profuse injections of

very little use in displacing and washing out the tar-like fluid form-

ing catamenial accumulations.

If the opening which you have made is at the orifice of the

vagina, and the obstruction has been produced by imperforation of

the hymen, or closure of the os vagina, you will have little or no

subsequent difficulty in preventing the reclosure of the perforation.

The introduction of the finger, once a-day
;

or, at most, the mainten-

ance of an oiled plug of lint or sponge in the opening, will suffice

for the pui'pose. But if the closure of the vagina has been the

result of deposits and contractions following inflammation and

sloughing, you will find it, on the contrary, one of the most difficult

indications in obstetric surgery to prevent the re-contraction of the

canal
;
though, by the occasional use of bougies, and tents, if neces-

sary, you will generally succeed in preventing its total and complete

reclosure, and the consequent repetition of a state of retention and

accumulation of the menstrual fluid. In these cases the measures

which we may employ to prevent the recontraction of the canal may
be stated under the head of

Treatment of Morbid Contractions of the Vagina from

Cicatrices.

Where the contraction is jJartial, and consequently does not give

rise to amenorrhcea from catamenial retention, you will only require

to interfere under the following circumstances—namely, 1. When
the stricture is so great, and situated so low down as to interfere

with and prevent marital intercourse
;
and, 2. Avhen, by its presence,

at the time of parturition, the progress of the labour is interfered

with. In the latter case, if the contractions are such as to prevent

the descent of the child's head, you will require to divide the cica-

tricial tissues, in order to gain adequate space for the passage of the

infant. If ever you are compelled to do so, remember the two or

three following simple rules :— 1. Apply your knife or bistoury to

the contractions or cicatrices during a parturient pain, for then the

morbid parts are placed fully upon their stretch. 2. Make rather

two, three, or more small incisions than one large cut ; for the single

subsequent tearing and extension of the latter is more dangerous

than the multiple tearing and extension of the former. 3. Make
your incisions in the sides of the vagina if possible, and not on its
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anterior or posterior walls, lest they extend into the rectum or

urinary passages. 4. Allow always the full extension and enlarge-

ment of the contractions to be made in the way of pressure by the

child's head, and not by your knife ; these tissues, in fact, being far

more safely torn than cut. Lastly, let me add, that in most such

cases, however extreme, it is possible, by due preparatory incisions

and tearings to deliver the child by the long forceps, or by turning,

and consequently alive ; and that such vaginal contractions form no

justifiable excuse for the dreadful alternative of destroying the child,

and delivering it by craniotomy.

In cases of severe cicatrices and contractions situated in the

course of the vaginal canal, and rendering connubial intercourse

painful or impossible, you may try to overcome the difficulty either

by the knife or by distension of the contracted part with sponge-

tents and bougies, or by both means combined ; and indeed both

will often enough fail. In the slighter forms, trust for a time to the

employment of tents in the first instance, and subsequently to the

persevering use of bougies of increasing size, made of caoutchouc,

gutta-percha, wood, etc., introduced for a short time every day or

every few days ; or each worn, when properly fitted, for several days

successively, on the principle of solid pessaries. You will render

the use of these bougies and pessaries both more easy and more

effectual by always introducing into the vagina before them, or

along with them, abundance of olive-oil, and simple or medicated

ointments. If the contractions are greater, or will not thus yield,

first divide them sufficiently, and immediately dilate freely the part

by stretching with the fingers. Then try to keep up an adequate

degree of dilatation by bougies or pessaries worn continuously for

a time, or very perseveringly used at short and frequent intervals.

The tendency, however, to the recurrence of the contraction is some-

times so great as to defy both of these measures, even when the dila-

tation following the division of the stricture has been most thorough

and complete. There was a patient in the Hospital, some years ago,

in whom pregnancy occurred although a contraction of the vagina

existed ; and when labour came on, and drew on to a dangerously

protracted length, I had at last to make incisions into the constricted

part in order to allow of the introduction of the long forceps for the

extraction of the child. The stricture was, of course, enormously

distended during the process of parturition
;
yet it afterwards was

reproduced, and became again as bad as it was before. You all

know that it is one of the most difficult problems in surgery to solve
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as to the straightening of parts of the skin which have become con-

tracted in consequence of burns ; and in obstetiic surgery there is no

problem more difficult of solution than the mode of overcoming

these contractions of the vagina.

Last summer there was a patient in the Hospital, from Shetland,

with a very dense cicatricial band greatly contracting the vagina.

Mere division of it did not prevent the recurrence of the contraction.

In consequence, I cut completely out a jjortion of the cicatricial tis-

sue, hoping that this proceeding might lead to a better result. But

I am sorry to add that this modification of operating proved also

quite futile, and the patient went home little or not at all improved.

There is a form of contraction of the vagina much more amenable

to treatment than the above, and which you will sometimes be con-

sulted about, in consequence of the patient suffering unusually from

marital intercourse, or from the completion of that act being impos-

sible. I allude to cases in which there is a mere congenital narrow-

ness or contraction of the circle of the os vagina;, not from the pre-

sence of the hymen, but simply from congenital smallness of the

vaginal orifice. Such cases often give rise to extreme unhappiness

and distress. How may we remedy them 1 or what is the proper

Treatment of Congenital Contractions of the Os Vaginae t

There are two plans of procedure—either of which you may follow

out. First, you may introduce sponge-tents or bougies of some sort,

to be left in the canal, and so to dilate it gradually and jjerseveringly.

If you use large sponge-tents for the purpose, you will sometimes

find that they will retain their place better during their expansion,

by introducing them with the broad end first. Or, secondly, you

may have recourse to an operation, and divide the strictured orifice

by making incisions into some part of the circle. I believe the

best and easiest operation that you can in such cases adopt is to

follow the example set by nature, and make your incision into a

part which you sometimes see divided in the process of parturition

—to wit, the posterior commissure and the perineum, the parts

which first give way when the outlet of the vagina is too narrow to

allow of the ready exit of the foetal head in common first labours.

If you begin to make one or more incisions laterally you run great

risk of wounding the veins, which are so numerous on both sides of

the vub'a, and so producing an excessive amount of hemorrhage, or, it

may be, as I have seen, a fatal phlebitis. But something must be
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done to relieve the patient from what is to her a state of the greatest

misery
;
and, I repeat, an incision of sufficient depth may easUy,

safely, and successfully be made backwards into the perineum.

Having dilated the orifice in this way, and having sufficiently

stretched it afterwards, if necessary, with the fingers, you must

next be careful to take some steps to provide against the immediate

closure of the wound, and the recurrence of the contraction. In

carrying out this indication you will find that difi'erent cases present

very different degrees of difficulty. But here a steady and persever-

ing use of tents and bougies is usually followed by complete success.

In obstinate cases the patient may require to have introduced into

the vagina daily for a considerable time a well-oiled bougie of

gutta-percha or caoutchouc. A large wax taper is used by some

practitioners for this purpose.

I have known this kind of mechanical dilatation of the vagina

followed by a complication which is also the occasional result of

other causes, but is not, as far as I know, described in any of our

works on female diseases, viz.

—

FISSURES OF THE ORIFICE OF THE VAGINA.

This complication consists of a linear, irritable ulcer, fissure, or

cleft in the mucous membrane of the os vaginae. You will find its

seat to be generally, if not indeed always, the posterior commissure

of the vaginal orifice. You all know of the pain which sometimes

accompanies fissures in the anus or orifice of the rectum, and how

they have attracted the attention of practised surgeons in conse-

quence of the agony to which they so constantly give rise. When
occurring at the root of the nipples, too, these cracks or fissures, as

you are well aware, become there also a source of the greatest

suffering to mothers, whenever they have to suckle their children.

Symptoms and Diagnosis.

Fissures of the vagina become a source of pain when the patient

is walking or taking any exercise which causes motion of the part.

In some cases pain is only felt during defecation or micturition ; or

when the urine gets into the crack, and irritates the excoriated part.

Marital intercourse sometimes becomes very painful, and may even

be rendered altogether impossible from the great suffering arising

from a source apparently so simple. Examination with the finger

in such a case detects the existence of a painful point behind and on
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the posterior aspect of the vaginal orifice ; and on looking at the

part the eye discovers in the posterior angle a small red linear ulcer,

usually, especially when chronic, with rough, slightly elevated and

everted edges. If you will only bear in mind the pos.sibility of

such a condition occurring, you will hardly fail, when you do meet

with such a case, to make out the existence of the fissure.

Causes.

Fissure of the vaginal orifice may result, as I have already said,

from the mechanical dilatation of this orifice when it has been preter-

naturally contracted. A chronic ulcer or fissure may persist in such

a case in the site of the cut or tear that has been made as a means

of cure. But this result is very rare. A far more common cause

of this aff"ection is that tearing of the perineum which occurs so

frequently to a greater or less extent in first labours. If this tear

heals slowly and imperfectly, it is liable to leave the linear form of

irritable ulcer which constitutes fissure. I have known of one case

of it, which caused great pain and suffering, till it was at last

detected and cured, in an unmarried lady ; but almost all the patients

in whom I have met with the disease were married females, although

some of them had never borne any children. The worst instance of

the disease I have ever met with was in the case of a lady who came

here from England, unable to walk or take any exercise from the

pain which all motion caused her. The passing of the virine over

the raw surface caused her acute suffering, and her health was giving

way under the distress occasioned by a small vaginal fissure, which

had endured for a long time, and yet immediately yielded to the

simple treatment that was indicated. For

The Treatment of Fissure of the Vagina

is very simple. Either you must introduce two or three fingers to

dilate the orifice, and tear open the edges of the fissure, so as to con-

vert it into a larger ulcer, which may be healed by the use of cold

water or simple lotions, or you must deepen the fissure by dividing

the mucous membrane to the depth of an eighth or a fourth of an

inch, with a knife, in the same manner as most surgeons are in the

habit of treating fissures occurring in the anus.

It is, perhaps, as a general principle in surgery, desirable to

avoid the use of the knife, whenever its use is avoidable. And no

doubt fissures of the anus are at least as successfully treated



272 CLOSURES AND CONTRACTIONS OF THE VAGINA, ETC.

by stretching tlie orifice of tlie rectum so as to increase and

tear open to some extent ttie fissure, as by dividing the base of

the fissure with a knife. Indeed, I have seen more than one case

of anal fissure at once relieved and cured by stretching the anal

orifice with a couple of fingers, which had not yielded previously to

division by the knife, though practised by some of our ablest

surgeons. The object is the same whether we use the knife or

fingers—viz., the conversion of the chronic ulcer constituting the

fissure into a new and simple wound, capable of being cured and closed

by the usual treatment of recent wounds. Let me only make one

remark more. If you prefer the knife in the treatment of a vaginal

fissure, you need not make the required incision of any great depth.

The great French surgeon, M. Boyer, supposed that for the cure of

a fissure of the anus, it was necessary to make the curative incision

pass through the sphincter of the bowel. Many years ago, Mr. Cope-v

land, of London, made that important modification in the operation

which is now generally followed by surgeons
;
namely, he showed that

a simple, shallow incision through the base of the ulcer, and to the

depth of the mucous and submucous tissues only, was really all that

was in general sufficient to secure success.



URETHRAL CARUNCLES. 273

LECTURE XVI.

ON CARUNCLES OF THE URETHRA—NEUROMATA OF

THE VULVA—HYPERJ5STHESIA AND NEURALGIA OF

THE VULVA.

Gentlemen—At the close of my yesterday's lecture, I showed you

a small fleshy excrescence or caruncle which I had removed on the

previous day from the urethral orifice of a patient, and I then

intimated to you my intention of devoting a portion of this lecture

to the consideration of these

Urethral Caruncles.

Florid red caruncles not unfrequently make their appearance at

the external orifice of the female urethra, proving a source of very

severe suffering and distress to the patient, and bringing the doctor

who procures her relief by detecting their presence and effecting

their removal no small degree of credit—credit, unfortunately, which

is oftentimes not very enduring, seeing that these morbid growths

are extremely liable to become reproduced, and with them all the

painful symptoms and sensations of the disappointed sufferer. I

show you here some representations of the disease, published by

Madame Boivin, which will give you a sufficiently vivid idea of the

general appearance presented in such cases. In these plates,

however, the caruncles are represented as being of a far larger size

than they are in most of the cases that will come under your

observation, for though they may vary in size from a millet-seed to

a cheiTy, those of small size are of most frequent occurrence. They

varj' also in form, and are sometimes seen to be quite round and

smooth, at other times they are more iiTegular and nodose, and

sometimes they are flat and spread out like a newt's foot all around

the margins of the orifice, where they usually grow from the inner

edge. In some cases they are sessile, in others pediculated. Some-

times they are situated more deeply -within the canal of the urethra,

where they lie concealed from view, and undiscoverable, iinless the

VOL. in. T
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orifice be by some means dilated. More frequently they protrude,

and are at once visible on separation of the labia pudendi. They

seem in some cases to be not merely connected with the orifice of

the urethra, but to extend to some distance along the canal, a fact

which must not be lost sight of when you come to attempt their

Fig. 57.

removal. Such an excrescence, so small in size, may appear to you

to be a very insignificant piece of pathology ; but in a practical

point of view, it comes to be of very considerable importance, for

you will often meet with patients whose lives are embittered by it,

and who will urgently demand of you to exert your professional

skill to effect for them a cure of this very distressing disease.

Semeiology.

What, then, are the symptoms produced by the bodies in

question 1 and how do they come to attract the attention of patients,

and become a subject of interest for practitioners'? First of all,

they sometimes become a source of intense suffering and] pain, and

this class includes the majority of cases where your aid will be

demanded. In other patients the occurrence of hemorrhage from

Fig. 57. Urethral caruncle (Boivin).
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the part, or the occasional admixture of a little blood with the

urine, serves to direct attention to their existence. But in a third

class of cases they are discovered c^uite accidentally, producing no

special symptom and no degree of suffering, and only attracting

your notice by their peculiar appearance when you chance to be

making some examination of the vaginal canal. We have at

present in the Hospital a patient from Banff, who has been cured

of a vesico-vaginal fistula of fourteen years' standing, in whom, as

some of you have at different times had an opportunity of observing,

there is one of these caruncles, of considerable size, at the orifice of

the urethra, which seemed to become enlarged during the period

when she had to wear the catheter—probably from the contact and

irritation of the instrument ; but since she has begun to move

about, it is again diminishing in size. In this case the urethral

caruncle causes no pain or inconvenience to the patient, who is

pi'obably not aware even of its existence. In another patient, on

whom I operated successfully for vesico-vaginal fistula about two

months ago, there were two such excrescences at the urethral orifice,

Avhich were slightly sensitive, and proved a source of pain to the

patient when the catheter was used. We tried to make this

patient wear the instrument for a day or two before the operation

was performed, to accustom her to the use of it ; but it caused her

too much pain at that time, although after the operation she bore it

perfectly well—a result which was no doubt due to the anodyne

effect of the large doses of morphia which were constantly adminis-

tered to her. So, then, there are some of these growths whicli

cause no particular discomfort at all to the patient, while in others

they are as painful to the touch as the most sensitive neuroma.

Pathological Anatomy.

It would be a matter of much interest to determine whether

there are differences in tlieir anatomical structure corresponding to

these differences of their clinical phenomena ; but so far as I know

they have not yet been very carefully examined. Mr. Quekett

found one, which he examined microscopically, to be composed of

epithelial cells, and a number of capillaries coming u]) close to the

surface ; and this observation explains the occasional tendency to

bleeding witnessed in these bodies. We have also a description of

the disease, and a figux'e of the appearances presented by the vessels

in a urethral caruncle in the Pathological Histology of Wedl, who
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regards these bodies as "dendritic, papillary, new formations of

connective tissue." The one that he examined " was of a somewhat
elongated figure, above 0-5"' in length, and 3-1—3-5'" in diameter,

of a bluish-red colour, and spongy texture, and exhibited, when cut

into, cavities containing colloid matter. . . The most interesting

point was the distribution of the blood-vessels, which could be very
distinctly traced in transverse sections, moistened with a solution of

sugar or of common salt. The ramification of the vessels precisely

resembled that witnessed in the vasa vorticosa. Several considerable-

sized vessels entering one of the lobules, divided into a multitude of

smaller ones, which, though not of

capillary dimensions, made numerous

undulating curves, extending up to the

periphery of the lobule where they

terminated in mostly short and abrupt

loops." (See Fig. 58, aa.) He goes on

to observe that the walls of these

vessels were everywhere simple like

those of cajjillaries, and that the red

blood-corpuscles were of unusually small

size. He found, further, extravasations

of blood at several points, both of old

and of more recent occurrence. But

these observations as to the distribu-

tion and character of the blood-vessels,

while they aS'ord a very satisfactory

explanation of the liability to hemorrhage which the caruncles

present, do not in any measure account for the peculiarity of

the nervous phenomena. The late Dr. John Reid once examined

for me most carefully with the microscope a very sensitive and

painful caruncle which I had removed from a patient, and he came

to the conclusion that there was a very rich distribution of nervous

filaments in it. It is, I believe, a matter of great difficulty to make

a satisfactory observation as to the terminal filaments of nerves, but

Dr. Reid was a true and faithful observer, and his opinion on a

histologic point such as this is of the highest value. And we may
yet find that the observation will hold good in all those cases where

these bodies are so exquisitely sensitive that they are very richly

Fig. 58. Arrangement of tlie vessels in a urethral caruncle as seen under the

microscope (Wedl).
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supplied with nervous filaments. It is, at all events, what we should,

d priori, expect.

If you inquire further into the history of any of these cases,

and question the j^atient as to the particular form of distress from

which she suffers, you will sometimes have curious statements made

to you. Thus you will often find,—though this is not so frequently

the case now as it formerly was, when the disease had been but

seldom noticed, and but few practitioners were prepared to recog-

nise it, you will often still find, I say, that the patient has been

consulting a great many diS"erent medical men, with the view of

obtaining relief from her sufferings, but that no one has been able

to discover their source. In some cases the patient suffers pain

chiefly at the times when she is micturating, and it may then be

most excruciating. I was told by a shepherd's wife, who had one

of these sensitive caruncles at the orifice of the urethra, that when-

ever she was ol^liged to j^ass water, she was in the habit of going

to some distance away from her cottage, in order that she might

moan and scream unheard, and not distress her fiimily with the

sound of her cries, so intense and intolerable was the suffering

which at such times she experienced. About three years ago we

liad in the hospital a little girl about the age of puberty, in whom
one of the largest caruncles I ever saw was growing from the

urethral orifice ; it was of the size of a cherry, and seemed to extend

along the canal for some distance, and in her case the pain she felt

on passing water was so severe, that she used to retain it in the

bladder for twelve hours at a time ; and she looked forward to the

period when the bladder must be emptied with the utmost horror.

But the pain is not necessarily felt during micturition, or then only.

It is sometimes occasioned at other times. In married women,

attention is often first directed to the disease by the pain experienced

during marital intercourse. Some patients only sufi'er when, in

walking or taking exercise of any sort, friction of the parts is

produced. Occasionally there is reflex or sympathetic pain in

some different and distant part. Thus, in one of the first cases I ever

saw, the patient not only suffered from pain in the vulva during

micturition, but also, then, and at other times, from acute pain in

the lower extremities, stretching down even to the heels and soles of

the feet. Dr. Whytt speaks of such sympathetic pains in the

extremities in connection with calculus of the bladder, and irritation

of the urinary organs, and I have traced tliem, I repeat, several

times in connection with these urethral canincles.
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Diagnosis.

To discover the presence of these urethral caruncles, it is not

enough that you make a digital examination. By the touch of the

finger you can elicit an expression of pain, and so determine the

existence of a painful point. You may sometimes feel a small pro-

jection there, but the sensation is very deceptive. You can come

to no certain conclusion in such a case until you separate the labia

pudendi, and examine with the eye, when you will see the bright

red caruncle of variable size lying at or in the orifice of the urethra.

Sometimes, as I have already observed, it will be sessile, and

attached by a broad base ; in other cases you will find it attached

by an elongated neck or stalk, and resembling a polypus. There

may be only one ; sometimes there are two or three
;
occasionally

even more, in which case they are mostly small. You will find the

orifice of the urethra in different states of dilatation in this affection.

Sometimes it is open and dilated, and occasionally the lining

membrane of the urethral canal is partially prolapsed through it.

More frequently the orifice is short and natural in appearance ; and

in a few cases it seems small, contracted, and, as it were, in a state

of spasm . It always appears to me that urethral caruncles resemble

internal hemorrhoids more than any other pathological structure,

and that they look, so to speak, like urethral hemorrhoids. They

have the same florid red colour, often the same rounded lobular

form, and the same tendency to bleeding. They diQ"er from rectal

hemorrhoids in being in some cases painful at all times, and not

merely, as is the case with the latter, when they are in a state

of congestion and inflammation ; and in this other feature, that

when they are removed with a ligature, with the knife, or with

caustics, they show a far greater tendency to return, than is seen

in the case of piles. They sometimes give rise to a sort of leucor-

rhceal discharge, and you will sometimes find a slight degree of

suppuration going on around them. I think I have in one or two

instances found the suff"erings of the patient considerably aggravated

by the existence of a slight fissure at their base, resembling those

you sometimes meet with at the root of an external pile.

Treatment.

Having detected in any particular case the presence of such

growths as I have been describing to you, the question arises, what
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are you to do with them 1 If the caruncles cause no pain nor in-

convenience, and are not particularly sensitive, I should advise you

by all means to leave them alone. In those cases, on the other

hand, where they are sensitive, and a source of much and frequent

suffering to the patient, you should by all means attempt to palliate

at least that suffering by the application of local anodynes ; and

generally you will find it necessary to have recourse to the surgical

removal of the painful growths—a proceeding which will in almost

all cases aflford a temporary relief, and in some effect a permanent

cure. This operation, let me warn you, however simple as it may
appear, is not always so easy and successful as the descriptions of it,

which you will find in books, might led you to suppose. You will

read, that if you apply a ligature to the polypoid forms of urethral

caruncle, cut off the sessile ones, and apply in some cases alum,

nitrate of silver, or some astringent or caustic to the parts, you Avill

be able in most cases to cure your patient. But those who speak

thus cannot have had many jjatients for a lengthened period under

their observation ; otherwise they would have found the disease re-

curring far more frequently after such operations than their pub-

lished accounts indicate. For after simple removal with a ligature

or scissors, they almost invariably grow again ; and there is one

further point about their pathology to which I have forgotten to

refer, but which renders it a matter of the greatest difficulty to

effect a perfect and permanent cure by removal of the urethral

caruncles.

There is often in such cases not merely a jjrominent red caruncle
,

or a number of them, lying at the orifice of the urethra ; but there

are, in addition to these, a number of small very red specks scattered

all about the mucous membrane, around the orifice, and upon the

neighbouring mucous surfaces, which red specks and patches are not

very striking in appearance and may very easily be overlooked, but

which are found to be as exquisitely tender as the urethral caruncles

themselves when touched with the point of a probe. These insig-

nificant-looking flat red spots are all so many seats and centres of

the painful sensation ; and if in removing the larger bodies you leave

them unheeded, you will never succeed in curing your patient or in

afi'ording her permanent relief. From the study of the homological

anatomy of the organs of generation in the two sexes, physiologists

have come to recognise in the female organs, parts or members cor-

responding to each of the different constituents of the generative

organs of the male with only one very marked exception. Thus we
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know that the large and well-developed uterus of the female is only

the representative or analogue of the small pouch or sinus pocularis

in front of the crista galli of the male urethra into which the seminal

ducts themselves— the analogues of the Fallopian tubes—enter.

So that when in passing a bougie into the male bladder your instru-

ment becomes arrested at this point, as is very frequently the case,

you have in reality got entangled in the male os uteri. But there

Fig. 59.

is one member of the generative apparatus of the male for which an-

atomists have not yet been able to determine the existence of a certain

analogue in the female ; I mean the prostate gland. All anatomy,

both human and comparative, leads us, however, to suppose that the

female urethra corresponds to that portion of the male which lies in

or behind the prostate at the neck of the liladder, and that the pro-

state gland belongs rather to the urinary than to the generative

organs. In this case the analogue in the female of the prostate in

the male should be sought for in. connection with the urethra or

Fig. 59. A caruncle at the urethral orifice (a), and a number of red painful

spots in the surrounding mucous membrane.
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urinary canal, and not in connection with the uterus, as has most

commonly been attempted to be done. Now it may be that in the

numerous glandular structures which are scattered about so pro-

fusely in the neighbourhood of the orifice of the urethra in the

female, we have the representatives of the mass of acini which com-

bine to form the conglomerate prostatic gland of the male
;
and, if

so, it would be a curious subject to determine how far the disease

which we are now considering depends upon an enlargement and

change in these small scattered follicles, and how far it bears a

resemblance to some of the diseases occurring in the prostate. But

whatever may be said as to the pathological anatomy of the disease,

one thing is certain in regard to it, and that is, that, as a very

general rule, no hope of a permanent cure can be entertained except

by the radical removal of all the small red spots, as well as of the

more prominent and projecting tumours. Different authors have

recommended different

Methods to be followed for the Eemoval of Ueethral
Caruncles.

1. Application of a Ligature.—As in the case of so many other

morbid growths, and encouraged, more especially, by the success

which attends the use of the ligature in the removal of internal

hemorrhoids, some have proposed to get rid of these urethral car-

uncles by tying a ligature tightly round their base, and so strangu-

lating and causing them to slough off. But here it could only be

applicable to those cases where the growth was stalked or polyjaoid
;

and even then it would be a much more tedious and painful process

to tie a thread round the neck of the tumour, and leave it there to

die and separate, than to have recourse at once to the simpler

2. Excision ivith a Knife or Scissors.—If the ligature may seem to

possess some advantage theoretically over cutting instruments in

such cases,—inasmuch as there can be no fear in using the former

of the hemorrhage which you might suppose likely to attend the

latter when applied to such vascular growths—yet in practice you

will find that, Avhile the ligature is in most cases very difficult, or

indeed impossible of application, the excision of the diseased struc-

tures is not attended with any formidable degree of hemorrhage. I

never saw a case where it was not very easily controlled. You may
use either a knife or a pair of scissors for the excision. It is usually

advantageous to draw out first the caruncles with a hook or small
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vulsellum, in order to make their removal complete. In operating,

you must be careful to remove not only the projecting tumours, but

also the piece of mucous membrane on which they are seated, as

well as any j^ieces of membrane that may be studded with the red

spots of which I have spoken to you. Removal of urethral caruncles

in this way, I must again warn you, however, though it does

sometimes effect a permanent cure, usually affords only a temporary

relief. For a month or two, or even longer, the patient may remain

free from pain ; but unless some further more potent remedial

means be had recourse to, her sufferings are almost certain to return.

Along with Dr. Fowler, I saw a few days ago a j^atient with a painful

tumour at the orifice of the urethra, which I removed along with

a portion of sound mucous membrane ; and this has had the

good effect of releasing her in the meantime from the local pain

and irritation which have been distressing her. But I greatly

fear that you will find, as a general rule, that the reproduction of

the caruncle and of all its painful symptoms will take place, unless

you make use of some powerful means for destroying the morbific

tendency of the part ; and I believe that the most hopeful and the

most effectual means that you can in such a case employ is the

3. Application of the Actual Cautery.—I have tried caustics of many
different kinds, for the cure of this intractable disease. But seldom

have I found permanent success from the employment of any of them.

I had a patient under my care several years ago, with a very painful

growth at the orifice of the urethra, Avhich I had frequently attempted

to burn down with different .kinds of caustics, but it was "always re-

produced ; and when excision was had recourse to the result was no

better. I was beginning to despair of ever being able to effect a

cure, when at the suggestion of my friend Professor Eetzius, of

Stockholm, who saw the case with me, I destroyed it with the actual

cautery ; and ever since the patient has remained perfectly well.

Since that time I have . used it frequently, and, in many cases, with

the happiest result. Yet I must confess to you, that this means,

too, has in some instances failed to effect a permanent cure. In

order to apply the actual cautery to destroy a caruncle or caruncles

of the urethra— 1, you may use either an iron of proper size and

shape adequately heated
;

or, 2, you may apply the requisite degree

of heat through the galvano-caustic wire. The latter method is

specially useful when the caruncles extend up the urethra higher

than the orifice,—because you can introduce and apply the wire before

heating it up by the transmission of the galvanic current. Apply
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immediately afterwards cold water and cloths soaked in it ; and

subsequently treat the ulcerated surface, after the slough separates,

with very frequent applications of black wash, zinc lotion, or other

surgical applications. The position, therefore, in which we at present

stand with regard to the treatment of these urethral caruncles, is such,

that their excision with the knife or scissors, and their removal by

means of caustics, are to be looked upon and employed as measures

for affording usually a temporary relief only ; while their destruction

by means of the red-hot iron, or the galvano-caustic wire, affords a

reasonable prospect of a permanent cure, although even by this

more heroic treatment we cannot be absolutely certain in every case

that we free the patient from her disease for ever.

Palliative Treatment.

I have one word more to add with respect to the treatment of

this painful affection before I have done with it, and it is this :—In

those cases where all radical measui'es have proved ineffectual for

relieving your patient, or where the caruncles are in such a situation

as not to admit of their removal, you will recjuire to administer

sedatives of various kinds internally, or, what is better still, to apply

some local anodyne. The best local remedy that I know of for this

purpose is prussic acid, applied in the form of an ointment made up

of two drachms of the dilute hydrocyanic acid of the Pharmacopoeia

to the ounce of lard. A bit of this ointment about the size of a pea

applied to the part three or four times a-day, often relieves the pain

more effectually than any quantity of opium administered internally,

or than any other form of local anodyne which I have used.

Aconite and chloroform ointments sometimes also form good

palliatives. So does tepid water. You will add, sometimes very

greatly, to the comfort of your patient, by advising her to sit in a

warm hip-bath during micturition.
"

NEUROMATA OF THE VULVA.

I have alluded to the existence of sensitive points and structures

external to the orifice of the urethra, and have spoken of them as

closely alHed to, or identical with, the caruncles at the opening of

the urethra. There is a diversity of opinion in regard to them,

some regarding them as partaking of the nature of true neuromata.

It may be that there are two different kinds of them—one more
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vascular and glandular, the other more nervous and papillary. How-

ever this may be, I have found true small nodular neuromata oc-

curring under and beneath the mucous membrane here, such as are

found subcutaneously in other parts of the body ; and as in the case

of the urethral caruncles, our only hope of curing them is by the

most complete and radical removal that we can by any means effect.

Hyperesthesia and Neuralgia of the Vulva.

There is one other morbid condition of the female genital organs,

regarding which you must allow me to say a word or two during

the few minutes we have still at our disposal. It is observed chiefly

in married women, who come to you complaining that contact with

a certain point in the sides of the vaginal orifice or vulva causes

them such acute suffering that they are totally unable to endure

any attempt at marital intercourse. This pain seems to be due to

a state of hypertesthesia of the pudic nerve, and was first described

by Dr. Burns, of Glasgow, who, in his Principles of Midwifery,

after describing the anatomical distribution and relations of the

nerve, goes on to say that it " is often preternaturally sensible, so as to

cause great pain in coitu, as well as at other times. It may be exposed,

by cutting through the skin and fascia, at the side of the labium

and perineum
;
beginning on a line with the front of the vaginal

orifice, and carrying the incision back for two inches. The nerve

being blended with cellular substance is not easily seen in such an

operation ; but it may be divided by turning the blade of the knife,

and cutting through the vagina to its inner coat, but not injuring that.

It may be more easily divided by cutting from the vagina. Slitting,

merely, the orifice of the vagina will not do ; we must carry the

incision fully half-an-inch up from the orifice, and also divide the

mucous membrane freely in a lateral direction "
(p. 45). I formerly

knew one or two patients who had consulted Dr. Burns in regard

to this affection, and in whom the pudic nerve had been divided in

the manner he describes, either by himself or by his son
;
yet in

these patients the painful sensation returned, though sometimes not

in the same place, but in the track of some other nerve. I believe,

with Dr. Burns, that the best palliative treatment for such cases is

division of the affected nerve
;
but, instead of laying it bare, I have

usually cut it through subcutaneously, by means of an ordinary

tenotomy-knife. It is a surgical measure far more simple in its

character. Occasionally there is greater supersensitiveness and
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neuralgia of the vulva and vaginal orifice, without there existing

any local lesion whatever capable of accounting for it. The pain is

not then usually limited to any one single point. Such cases re-

quire the usual constitutional treatment of neuralgia, as iron, man-

ganese, arsenic, etc., sometimes in long-continued courses. You have

to use general anti-neuralgic tonic medicines and measures ; and

locally all forms of sedatives and anodyne applications.
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LECTURE XVII.

ON ABSCESS OF THE LABIA PUDENDI, AND THE VARIOUS

FORMS OF VULVITIS.

Gentlemen—Here is a small quantity of purulent fluid measuring

in all about one ounce, which I removed the other day from the left

labium of a poor patient who was sent from Fife. She laboured

under the imjjression that she had got an inguinal hernia, but on

examining the part I found the swelling of the labium to be due to

a collection of fluid underneath the skin. As the patient seemed

never to have experienced any particular degree of pain in the part,

and as on cross-examining the woman there was nothing to lead one

to suppose that it had ever been the seat of any acute inflammatory

process, I concluded that it was a collection of serous fluid in a cystic

cavity. Let me obsei"ve, as I pass, that we may have two forms of

serous collections in the labium—viz. 1. A collection in the process of

Nuck, a disease exactly corresponding to hydrocele in the male ; or

2. A collection of it in a simple serous cyst ; such cysts being some-

times found in the submucous tissue of both the vulva and vagina.

Supposing the swelling to be of the latter kind in the patient I

speak of, I proceeded to cure her of the deformity, and relieve her

from the inconvenience produced by the presence of the fluid, by

letting it out with a tenotomy-knife, when there escaped not the

usual clear fluid of a cystic growth, but the greyish-yellow purulent

fluid which you see in this bottle. It was thus shown to be an

instance not of cystic development in the part, but of a disease not

at all uncommon here—I mean,

ABSCESS OF THE LABIA PUDENDL

1. Pathological Anatomy.—There is, as you are aware, a conglo-

merate gland seated in the submucous tissue, on either side of the

entrance to the vagina, opening on the inner surface by a small

straight duct, and resembling in structure and situation the Cowper's

glands of the male. They were first particularly described and de-



PATHOLOGICAL ANATOMY. 287

monstrated by Bartliolini, whose name they bear ; but perhaps the

best account we yet possess, both of their normal and pathological

anatomy, is that given by Huguier in the Memoirs of the French

Academy. These Eartholinian glands are liable to take on from

time to time an inflammatory action, which may pass on to the

higher stages, and end in the formation of an abscess in the labium.

But phlegmonous inflammations and abscesses of the labium are not

necessarily limited to the substance of the gland, and the abscesses

which form here do not always arise in the gland itself ; but the

inflammation may begin in the proper cellular tissue of the labium,

which may be the seat of the suppurative process. Usually, such an

abscess is limited to one labium only, but often enough it occurs

simultaneously in both. You will in most cases be able to detect a

depression on the surface of the abscess, corresponding to the orifice

of the small excretory duct. You can sometimes see the orifice of

the gland blocked up, with a drop of pus shutting it up.

2. Aetiology.—You will in most cases find considerable difficulty

in discovering any special cause to which these inflammatory and

suppurative changes can be distinctly assigned. But I have met

with several instances where patients were subject to inflammatory

attacks in these glands, coming on like the sore throats to which

many are liable, with the various changes of the weather. As in the

instance of the chronically inflamed tonsils, these glands may in some

cases become merely enlarged and painful, or in others they may at

such times become the seat of a more or less copious puriform dis-

charge. Not unfrequently phlegmonous abscesses in the labia are

the results of direct injury.

3. Symptoms and Diagnosis.—If the patient apply to you early,

while the inflammation is still recent, and the changes not very

advanced, you will find the inflamed gland hard and enlarged—often

to the size of a hazel-nut. But usually the primary stages have been

passed ere your aid is sought for, and in most cases you will find the

tumour already soft and fluctuating from the formation of pus. In

the case from Fife, of wbicli I have told you, the abscess had existed

for many months, and all trace of inflammatory action had so com-

pletely disappeared, that I imagined it to be, as I have said, a simple

cyst. Sometimes the labium in which the pus has thus been col-

lected becomes distended and deformed, forming a large jjrotuberance

towards the perineum, and overlapping to a considerable extent the

labium of the opposite side. If in any case you should be in doubt

as to the nature of the collection, you may soon come to a decision
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by introducing an exploring needle into it, and bringing away some

of the fluid. The swelling may give to the labium an appearance as

if it contained a hernial loop of intestine ; but the freedom from

swelling of the inguinal canal and upper part of the labium, the

absence from the tumour of all impulse on coughing, etc., wUl enable

you to decide as to the nature of the case.

4. Treatment.—If you meet with a case early, while the changes

are not yet far advanced, you may be able, by the ordinary antiphlo-

gistic and discutient remedies, to arrest the inflammation and

counteract its eff'ects. But when it has already advanced to a

certain stage, this is beyond your power ; and it then becomes your

duty to hasten the formation of the pus, and to effect a speedy cure

by puncturing the abscess. There are two diS'erent methods which

you may follow in evacuating the fluid. You may open up the duct

with a fine probe, and sufi"er the fluid to escape along it. But this

canal is usually so small that the dilatation of it is a matter of the

greatest difliculty. Besides, when the pus is found around the

gland, dilatation of the excretory duct will not be suflicient to

evacuate it ; and even when the fluid does escape from it at first, it

has a tendency again to close up and lead to a re-accumulation. I

should advise you rather to open the abscess with a bistoury, and to

open it very freely on the vulvar or mucous, not the cutaneous sur-

face. After apparently the freest opening, there is, in fact, only a

very small wound left when the parts collapse. Besides, if you take

care to make the opening large enough to let out all the pus, you

will, in all likelihood, have no farther trouble with the case. If you

make the opening too small, or if you allow nature to evacuate it by

a small spontaneous opening, you run the risk of finding a fistula

forming in the vulva, just as you may have fistula in ano produced

in a similar manner. This fistula in vulva may have its internal

opening pretty high up, and if not detected and cared for in time, it

may come to burrow in the cellular tissue of the labium, and lead

to the formation there of sinuses which it becomes very difficult for

you finally to heal up. Such a condition having by some chance

been established, it becomes a matter of much importance for you to

determine what is the best method you can adopt for the

Treatment of Fistula in Vulva.

There is one very simple means which is usually very efi'ectual

in curing fistula here as well as fistulae and sinuses in other parts,
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and tliat is, the injection of strong tincture of iodine. Tincture of

iodine injected into the canal of an anal fistula will sometimes cause

contraction and consolidation in its track, and effect a perfect cure.

I have seen some severe cases of fistula in ano cured by this simjjle

means. One case in i^articular occurs to my mind at this moment,

where the effect of the injection was most striking. The patient

came to me some three years ago or more from Ireland, with a fistula

in ano of very long standing. Before setting out for Edinburgh

this patient had been foolishly told that an operation would be

undertaken which was almost certain to jjrove fatal, so that I was

at once and most earnestly asked if there was no other way of curing

this fistula but by cutting it. I directed Dr. Skinner, who was my
assistant at the time, to inject some tincture of iodine into it ; but

the injection was not attended on that occasion with any very marked

result, because in all probability the fluid had not passed along the

whole fistulous track. The next time, the injection was performed

more eS'ectually, as was proved by the escape of some of the fluid

from the internal or rectal orifice of the fistula ; and this injection

was speedily followed by a most complete and perfect cure. If in

any case you cannot succeed in making a fistula in the vulva close

up by sending a stream of tincture of iodine through it, you may
try to effect a cure, as I have once or twice succeeded in doing, by

leaving a wire for a time in its track, until such a degree of adhesive

inflammation is set up as shall lead to its complete obliteration.

Should this means also unhappily fail, then it only remains for you

to cut through with a knife all the tissues between the two ex-

tremities of the fistula, and induce the wound thus made to heal up

from the bottom by granulation. But, remember, there is always

much danger of profuse venous hemorrhage in this operation, and

you must be duly prepared for it.

As I am speaking of inflammatory diseases of the external parts,

and their results, let me add, that these parts are liable to various

other types of inflammation besides the simple inflammatory or

phlegmonous, of which we have been speaking, and also quite inde-

pendently of any syi>hilitic origin. Various forms of eruptive inflam-

mation are liable to appear in this part of the Ijody, and particularly

in some females at the menstrual period, and in others in consequence

of the acridity of the discharges which may pass from the vagina at

other times, and under states of internal disease. Thus, these parts

are the occasional seat of attacks of erythema, eczema, etc. Herpes

occasionally appears, generally after some constitutional disorder, on

VOL. in. U
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the external labia or vulva, of the same form and running the same

course as herpes labialis, or rather, as herpes preputialis in the male.

I have seen also very distinct her^jes upon the cervix uteri. Various

other forms of acute and chronic inflammatory eruption may appear

in these parts, but they require no special notice, as they require no

treatment specially different from the same diseases when situated

elsewhere. One of the most common varieties of eruption on the

vulva consists of an affection like acne, i.e. it consists of scattered

tubercules, sometimes of considerable size, formed by inflammation

of the follicles of the vulva and nymphaj. But there are some

forms of specific inflammation, if we may so call them, of the

vulva, some varieties of vulvitis, if we may so speak, which call

more particularly for our notice, such as papillary vulvitis, purulent

vulvitis (which is liable to occur in infants), gangrenous vulvitis, or

noma, etc.

PAPILLAEY VULVITIS.

This is a form of chronic inflammatory disease of the vulva

which is fortunately not very frequently met with in practice, but

when it does occur, it is usually accompanied with much distress,

and is often very obstinate in the way of cure. By this term, j^apil-

lary vulvitis, I mean a chronic inflammatory affection of the mucous

membrane of the vulva, and sometimes of the vagina, in which that

membrane presents an intensely red colour, either in raised red

patches on the edges of the lower vagina folds, on the tips of the

carunculse myrtiformes, or the nymphee, or on the sides of the vulva,

or more generally diffused over a large portion of the surface of the

vulva. On these red patches or surfaces you find, on examination,

the enlarged mucous papilljB standing out like the swollen villi of a

raw and irritable tongue. Often some of the most elongated papillae

bleed at their tip when touched. Any rough pressure of the vulva

gives pain to the patient. The disease may be found in the un-

married, but not frequently ; it comes on after marriage, and \)vo-

duces such tenderness of the parts that sexual connection is attended

with much suffering, or becomes impossible. Usually indeed, there

is a sort of spasmodic contraction of the orifice of the vagina aggra-

vating the evil. Along with the red and enlarged papillae you will

sometimes, but not always, find interspersed the small follicular

glands of the vulva, swollen and inflamed, and sometimes ulcerated.

Treatment.—Patients affected with this disease anxiously demand

professional relief, as their happiness as well as their health is some-
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times destroyed by it, and the treatment, as I have already hinted,

is sometimes by no means easy. I have known the diseased surface

treated heroically and perseveringly with a repetition of strong

caustics ; but the simplest and surest mode of cure, according to my
experience, consists in the continued use of local astringent measures,

combined when necessary with sedatives, such as a strong solution

or liniment of tannin frecpiently applied during the day, and with

morphia or other sedatives added to it. Or you may dissolve your

astringent in glycerine, and in this form it will remain more per-

manently in contact with the diseased surface. Latterly, I have

trusted principally to the daily free application of a saturated solu-

tion of percliloride of iron in glycerine—an application producing

little or indeed no pain—and I think with the happiest effects.

General tonics, warm bathing, etc., must not at the same time be

forgotten.

Purulent Vulvitis, or Leucorrhcea in Infants.

This is a form of inflammation of the vvdva which is by no means

infrequent in female infants and children. It is, perhaps, however,

more interesting and important in its medical jurisprudence relations

than in its purely practical aspect ; for very often, especially when

it occurs in patients of the lower orders, the disease is improperly

imagined, by the relatives and friends of those attacked, to be the

result of venereal infection. The child is brought to the medical

practitioner, under the idea that he will confirm this unhappy and

dangerous notion. An excitable mother will, by threats and by

suggestive and leading questions, get the frightened child to own to

some absurd and groundless tale, in confirmation of her maternal

theory of the origin of the malady ; and no doubt men have been

repeatedly tried, and convicted too, of imparting this disease to young

children, by forced sexual connection, when they were totally inno-

cent of such a crime, and when the affection had totally a different

origin ; for the purulent vulvitis, or leucorrhcea seen in young female

children has, as a general rule, no more an impure sexual origin

than has inflammation of the eyes, throat, or lungs. Like most other

local inflammations, it usually arises first from some degree of de-

ranged or impaired general health in the patient, and secondly from

the patient, when in this, it may be quite temporarily, depressed

condition, being exposed to cold and wet, or the other exciting causes

of inflammation. Want of cleanliness, the irritation of acrid urine.
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etc., sometimes act as local exciting causes. Like angina, dipli-

therite, and some forms of catarrh and dysentery, this inflammation

of the mucous membrane of the vulva, like those inflammations

which I have named of the mucous, pulmonary, and intestinal mem-
brane, attacks more than one child in the same family, and may
even prove partially endemic or epidemic in a district.

Symptoms and Course.—The disease usually begins with local

heat and itching ; some degree of redness and swelling
;
pain and

scalding in passing water, and sometimes uneasiness in walking ; but

for the first twelve or twenty-four hours, there is no discharge from

the inflamed mucous membrane. But you will seldom see the dis-

ease in this early stage. Almost always you are called upon to see

or prescribe for the patient, because the affection has so far run on

in its course, that there is already more or less discharge from the

vulva. The discharge is, at first, of a thin mucous character, but

rapidly becomes purulent and yellow, or yellowish-green in its tint.

Occasionally the discharge becomes extremely profuse. It is apt to

become thick and hardened along the outer edges of the external

labia, binding these opposed edges slightly together by a kind of

imperfect crescentic crust ; but when the labia are drawn asunder,

the whole surface of the vulva is found to be covered over by a

layer of the liquid puriform secretion. The disease very rarely

extends upwards into either the vaginal or urethral canals. Occa-

sionally there is, at points, an appearance of vesicular or pustular

eruption
;
and, indeed, some type of mucous eruption in the part

would i^robably be discerned as a common, if not constant, pheno-

menon, if we had an opportunity of searching for it early in the

course of the disease. Sometimes, but by no means frequently,

there supervene one or two spots of ulceration, especially towards

the orifice of the vagina.

Treatment.—Acute infantile leucorrhoea shows, like many other

analogous ailments, a natural tendency to run through a definite,

and often not a very long course, and has a natural tendencj'' to end

in a spontaneous cure. But, if not arrested, it sometimes ends in a

chronic, protracted form of discharge ; and our medical interference

is required not only to prevent this termination, but also to relieve

the patient from the immediate distress and annoyance which the

disease produces.

In the first stage of the affection you will often find your patient

requiring some little constitutional treatment. A dose of calomel,

or grey powder, with a few grains of some aperient alkali, as
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magnesia, is sometimes all that is necessary ; but it may require to

be repeated. If the discharge become protracted, chalybeates or

other tonics may become necessary. Use, in short, your constitu-

tional remedies here as elsewhere, to bring the constitution and its

principal functions as far as possible to the normal standard of

health, and cure the local disease by appropriate local applications.

In the earlier and more inflammatory periods of the disease,

use locally to the vulva sedative applications ; in the latter periods,

and for the purpose of reducing and arresting the attendant dis-

charge, use astringent applications. And you may employ these

local applications in the form of lotions, or liniments, or ointments.

Frequent ablution with warm water, or warm milk and water,

is one of the best and most soothing local applications ; and sitting

in a warm hip-bath during micturition is one of the surest means of

relieving the pain and scalding attendant on the passage of the urine.

A solution of acetate of lead, or two grains of acetate of lead and

one grain of acetate of morphia to the ounce of water, makes a good

sedative lotion where there is much local smarting and pain ; or you

may use a weak solution of borax, or of nitrate of silver. When
sedative lotions are preferred, it is generally necessary to leave a

slip of charpie or lint wetted with them between the labia.

But I think you will find the local affection more manageable

under sedative liniments ; as by applying several times a-day with

a brush or feather, cold cream, with, if you think fit, a little morpliia

added to it ; or a liniment made of equal parts of olive oil and

lime-water. Liniments are more lasting as local applications than

lotions ; and not so liable as ointments to fret or irritate.

But the time soon arrives when you must add local astringent

remedies to the sedative ; or substitute the former entirely for the

latter. With this view, use tannin, or sulphate of zinc, or aluminated

iron, or any analogous astringent, in the form of a lotion or lini-

ment ; but take care not to use them of such strength that they

prove irritant in their action, so as to force you back again, for a

day or two, to the sedative treatment.

Gangrenous Vulvitis or Noma.

A variety of vulvitis is seen sometimes, but fortunately very

rarely, in practice, which generally begins with erj'thematous inflam-

mation of the -vulva, and the formation of one or two blisters or

buUse, and rapidly runs on into gangrene and phagedsena. This gan-
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grenous vulvitis lias been seen in adults as a complication in par-

ticular epidemics of puerperal fever ; and in infants it has been

observed either vmder an epidemic form, like epidemic gangrenous

or malignant sore-throat ; or in isolated cases—most frequently as a

sequela of scarlatina, measles, and other debilitating forms of

febrile disease—or as a result of some constitutional cachexia. The

disease not unfrequently runs on to a fatal termination.

Treatment.—Yow will generally find your patient requiring early,

or even from the first, stimulants and quinine. If these are not yet

called for, trust to considerable doses of chlorate of potass ; or of this

and muriate of iron every two or three hours. Apply poultices and

sedatives locally, in the early stages of the disease at least. The

progress of the gangrene has, it is said, been sometimes arrested, or

appeared to be arrested, by the application of nitric acid.

Pkurigenous Vulvitis.

Not unfrequently a prurigenous eruption appears on the mucous

membrane of the vulva, and extends up along the vagina as far as

the cervix uteri. It extends also often, and is sometimes, indeed,

originally situated on the cutaneous border of the vulva, and

appears on the outer cutaneous surface of the labium, spreading

backwards along the perineum to the circle of the anus. Occasion-

ally, it is a flitting and transient afi"ection, recurring with menstrua-

tion, pregnancy, or delivery. But patients will apply to you from

time to time, in whom the disease has become more chronic and

fixed, having lasted for weeks, or months, or even years
;
producing'

almost constant irritation and distress
;
frequently interfering with

rest and sleep, and rendering the victims of it miserable and almost

deranged. When the disease has become somewhat chronic, and

necessitates the patient to attempt to alleviate it by constant and

sometimes rough friction, you will find the mucous and even the

cutaneous surface at the most irritated parts white and thickened

with red fissures, and scratches appearing on the aff'ected part. I

have sjjoken of the disease as fundamentally prurigenous ; and we
can often see on the affected surface a small papular, and sometimes

a vesicular, or even aphthous eruption ; but cases ever and anon

occur, of severe pruritus in these jjarts, without your being able to

trace in them any distinct eruptive appearance.

Treatment.—Prurigenous disease of the vulva or neighbourhood

can be relieved, and generally cured, by the assiduous and persever-
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ing application of a solution of biborate of soda (five or ten grains to

the ounce of water), infusion of tobacco, either alone or containing

a similar quantity of borax dissolved in it, or an ointment of iodide

of lead (one drachrii to the ounce), or an ointment of bismuth and

morphia. Chloroform also applied locally, in the form of vapour,

liniment, or ointmen ", forms one of the most certain means which you

can use. The simplest way of employing it is by adding a drachm

of chloroform to an ounce of any common or sedative ointment or

liniment. I have seen patients greatly relieved by the use in the

same way of chloro-carbon, and still more of hydrocyanic acid. You
will find great advantage in the management of the disease in alter-

nating some of these local aiDplications with each other, for most of

them begin to lose their good effects when persevered in above a

few days consecutively. In the more obstinate and severe cases,

strong astringents are sometimes of the greatest use, employed

either alone or along with sedatives, as a very strong solution or

ointment of alum or aluminated iron or tannin ; or the j^owder of

these substances mixed up with some powdered morphia, and applied

continuously for a few days to the irritated part. Nitrate of silver,

either sohd or in solution, has sometimes afforded temporary relief

Several times, in very obstinate cases, and where the disease was

limited to a portion or circle of the cutaneous tissue, I have tem-

porarily separated the affected portion of skin by a free subcutaneous

incision with a tenotomy-knife. Of course it leaves no wound ex-

cept the small wound left by the entrance of the knife itself I

have found this little operation perfectly and entirely successful in

some cases, and only of temporary benefit in others.

Perhaps it is unnecessary to add that the general health of the

patient must be fully attended to, and that sometimes arsenic, aqua

potassse, and other alterative medicines of that description are

required.
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LECTURE XVIIL

ON SURGICAL FEVER.

Gentlemen—Two weeks ago I directed your attention to the sub-

ject of complete contraction of the vagina (see p. 256) as a cause of

retention of the menstrual secretion, and of its accumulation in the

cavity of the uterus. I did so in relation to a case of that kind at

the time in the Hospital ; and I revert to the subject to-day for

the purpose of acquainting you with the further hapless history of

the patient, and with the view of calling your attention to some of

the other lessons taught us by her melancholy fate.

From the account of the case which I formerly gave you, you are

already aware that we had opened up the adhesions in the vaginal

canal to some extent with the finger, and that this apparently simple

procedure had been followed by some slight but distinct febrile symp-

toms. These symptoms, however, subsided after a day or two, and

when they had finally and fully disappeared, we proceeded to relieve

the uterus of its long-accumulating contents, by making a small open-

ing into the dilated uterus at its most dependent and most yielding

point with a tenotomy-knife. I told you that puncturing of the

uterus through the vagina, in such cases, was an operation by no

means free from danger, but by having recourse to it in this instance,

we gave to a young and interesting female her only chance of relief

from a diseased condition which was surely, though slowly, tending

to her destruction. I punctured the uterus through the roof of the

vagina, and there escaped about twelve ounces of the dark tarry

viscid fluid, of which I showed you a specimen two days subse-

quently. The patient remained well for thirty-six or forty hours

afterwards, but then a rigor occurred, and fever set in with all its

fatal consequences. The pulse rose and became very rapid, the

abdomen became tympanitic and very tender to the touch, an

anxious expression overspread the patient's countenance, an icteric

tint became developed over all the body, and, in spite of our utmost

care, she sank, and died on the fifth day from the time of the

operation.

On making a post-mortem examination, the uterus, which I here



AFTER OVARIAN TAPPING. 297

show you, was found to be enlarged and about the size of a uterus

in the third or fourth week after parturition ; its internal surface

dark and sloughy, and its walls thickened and in a state of fatty

degeneration. There was a great collection of pus and inflammatory

exudations all around it, and in the cavity of the abdomen as well,

gluing together the different viscera, and covering the surface of the

liver, more especially, with a regular layer of coagulable lymph.

The left Fallopian tube was curiously twisted back upon itself, and

its fimbriated extremity was folded inwards, and glued like a cap on

the fundus of the uterus in the remarkable manner which you can

still see in the preparation. On being cut into, this Fallopian tube

was found to be filled and distended with a quantity of dark tarry-

looking fluid, precisely resembling that which had been found in the

uterus. The artificial opening into the uterus was found to have

been made in the cervix, immediately in front of the os uteri, which

was quite occluded ; and the canal of the cervix was also obliterated

, to some extent. No secondary or metastatic changes were found

in any distant organs or viscera.

Another fatal case has occurred in our ward during the last

week. The patient was an elderly woman whom some of you had

an opportunity of seeing me tap for dropsy of the ovary two weeks

ago. According to all appearance the patient ought to have got on

quite well, for there was only this one bad feature about the opera-

tion, that we could not get the cyst completely emptied in conse-

quence of the canula getting always obstructed towards the end by

means of flakes of a substance which looked like decolorised coagula

of old blood, but which were in reality, for the most part, composed

of the debris of the septa between the diff'erent cysts ; and which

cysts had amalgamated to form the one large cavity into which the

trocar and canula were thrust. The fluid that escaped was dark in

colour and very viscid, and contained a considerable admixture of

blood-corpuscles. The patient did well for two or three days, but

then she began to have shiverings and vomiting, with quickened

pulse and tenderness of the abdomen. These febrile phenomena

lasted for a few days, and then began gradually to subside. A day

or two later, however, the abdomen began to swell, and become

tympanitic, evidently from the development of gas within the cavity

of the cyst ; and then the fatal fever and inflammation returned,

marked principally by vomiting and acceleration of the pulse, and

attended apparently by no degree of pain or local tenderness what-

ever. Finally, she died, as most patients carried oflf by severe peri-
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tonitis and ovaritis do die, of a form of slow fainting or sinking,

which no kind and no quantity of tonics and stimulants served in

any marked degree to restrain or arrest.

At the autopsy, we found the ovarian tumour to be adherent to

the walls of the abdomen in all its extent ; so that Dr. Haldane, in

cutting through the abdominal parietes, opened into the sac at once.

Yet it was not so firmly adherent but that it could readily be

separated with the fingers, and might probably have been removed

had the operation of ovariotomy been here attempted during life,

without encountering any risk of hemorrhage. Only at one point

the sac was joined to the mesentery by an old adhesion, which con-

tained one or two blood-vessels ; but even from these no formidable

bleeding could have occurred. I do not myself venture to touch

this preparation, in demonstrating it to you now, because I firmly

believe that if I did so, my fingers might become impregnated with a

poison which, when applied by chance to some puerperal patient,

would almost certainly have the efi"ect of inducing in that patient an

attack of jsuerperal fever. For, as I shall endeavour to prove to you,

when in another department of our course I come to treat of that

disease, surgical and puerperal fever are identical in nature and inter-

communicable. On the interior of this large cyst you see a number

of smaller cysts projecting into the cavity, and towards the base of

the tumour there is likewise an agglomeration of cysts of every

possible size, from this secondary one of the bigness of a child's head,

downwards. Altogether it gives you a very good idea of the apj^ear-

ance usually seen in such tumours, and you can see from this how

one large cyst is sometimes formed from the dissolution and fusion

of a vast number of smaller ones. There was a large quantity of

purulent fluid inside the cyst, as well as some noxious gas ; and you

can still see on the interior large flakes of lymphy deposit. There

was no remarkable degree of peritonitis, and no morbid change of

recent date in any of the abdominal or thoracic viscera. Most of

the lymphatic glands in the abdomen had been destroyed by some

morbid and probably tubercular change of ancient date, and were

represented in most cases by cysts containing only a cheesy or putty-

Uke mass.

These two cases present you with very striking examples of

operations, apparently of the most safe and simple nature, failing

and ending fatally ; and I need, therefore, to make no apology for

occupying your time to-day with the discussion of the question,

What do patients die of after undergoing surgical operations, either

in the course of general or obstetric surgery 1
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Causes of Death after Surgical Operations and Injuries.

In entering npon this discussion, I would take leave, first of all,

to observe, that the inquiry as to what patients die of after surgical

operations, is a question which has not hitherto attracted that degree

of attention from surgeons themselves which its paramount import-

ance imperatively demands. In vindication of the members of my
own department of the profession, I would remind you that there is

not a text-book on Midwifery in which there is not one lengthy

chapter devoted to the consideration of puerperal fever, the common

cause of death in obstetrical patients ; and there are besides many
monographs and bulky treatises in which it is discussed fully and in

all its bearings. On the other hand, there is hardly a large work

on Surgery in which you will find a word stated as to the cause of

the mortality of patients who have been subjected to surgical oj^era-

tions. We have one large standard German work on surgery trans-

lated into English, which is very complete and exhaustive on most

surgical topics ; but on looking at it this morning to see what the

author or translator had to say about the causes of deaths after

operations, I found not a word on the subject ; and in one of the

most recent and perhaps the best English work on surgery—a bulky

tome of some thousand or more pages in length—this all-important

question is dismissed in the short space of one half-page. In other

text-books and systems of surgery we have not even so much as this

half-page. Faithful to their designation and their original vocation,

chirurgeons have, with some great and brilliant exceptions, gone on

trying to improve the merely manual part of their profession—what

some have spoken of as the cutlery and carpentry of surgery only,

without attending sufficiently to some of its most important patho-

logical relations ; and especially without showing any anxiety to

inquire as to the pathological effects of their operative procedures

upon the bodies of their patients. Indeed, some surgeons seem to

lose all interest in their patients from the time that they are carried

off the operating-table, and eschew rather than otherwise their treat-

ment, if they are attacked with surgical fever. Our books and man-

uals devoted to operative surgery elaborately describe various and

sometimes many modes and methods, by which almost every indi-

vidual operation may be performed, and they learnedly discuss the

site, length, depth, shape, form, etc., of the incisions required, while

they seem all agreed to leave unheeded and uninvestigated the fact
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that patients die in startling numbers after every operation, and after

each and every form and variety of incision, of whatever length and

depth, and however and wherever made. This notorious neglect on

the part of our surgical brethren is all the more provoking, because

they are, forsooth, continually boasting that surgery is that depart-

ment of the profession which has attained the highest state of

advancement and perfection, forgetting, all the while, that it is only

the mere handicraft part of it that has been brought to this boasted

degree of development. Irritated by this arrogant assumption. Dr.

James Gregory, formerly professor of the practice of physic in this

University, and a man who spared neither friend nor foe in the

caustic utterance of his satirical sentences, once wrote as follows.

To understand, however, Dr. Gregory's observations, let me premise,

that in his time, two eminent surgical writers practised in Edinburgh,

each of them the author of large treatises on surgery, viz. Mr.' Ben-

jamin Bell and Mr. John Bell ; and between them there existed the

rivalry of opinion and doctrine so common among contemporaneous

surgeons. " Within my memory," vo-ites Dr. Gregory, " a new
mode of cutting off legs was introduced (or an old one revived, I

am uncertain which), and strongly recommended by an eminent

surgeon, Mr. Alanson. It was called the flap operation, or cutting

with flaps. I remember to have heard some disputes about it ; for

as there were flappers, of course there must have been anti-flappers
;

and as the dispute began little more than twenty years ago, far from

being ended as yet, it can scarce be arrived at full maturity and

violence. Mr. Benjamin Bell must be either a flapper or an anti-

flapper ; and I humbly conjecture (for I do not know the fact) that

if he is a flapper Mr. John Bell will be a determined anti-flapper

;

but that if Benjamin is an anti-flapper, John will be a most strenuous

flapper. But, flap or no flap, he certainly may take his choice of

several ways of cutting off" a leg." Nearly thirty years have come

and gone since these words were penned, and still surgeons continue,

I believe, to wrangle as idly and bitterly as before, about how a

limb may be best lopped off", and still very strangely forget to ask

themselves why it is that so many of their patients die after every

possible form and fashion of dismemberment, and how this mortality

may possibly be met and diminished.

That surgical operations taken as a whole, and particularly the

more severe forms of these operations, are frequently followed by

the deaths of the patients who are subjected to them, is easily

enough proved by the statistical tables published by some of our
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large hospitals. I have brought with me two of these sets of tables,

the only two on which I could lay my hands this morning. In the

official "Report of Guy's Hospital," for the year 1856, there is a

table of the consequences of 329 operations of all kinds, from

which we find that of these 329 patients, 43 died, or one in every

seven and a half. In the "Report" of our own Infirmary, for the

year 184:2-43, drawn up by Dr. Peacock, the results of 150 opera-

tions of every kind are tabulated, and this table shows a mortality

of one in every five. In the "Report" for 1849-50, drawn up by

Mr. McDougal, the i^rojjortion of deaths is greatly less, amounting

only to one in every ten and a half. This is to be explained partly

by the circumstance that there are included in this table the results

of a large proportion of slight and comparatively safe operations,

such as that for fistula in ano ; but the lessened amount of mortality

in the later period, is, doubtless, also in part due to the circumstance

that during that time all the patients, almost without exception,

were first brought into a state of anesthesia by means of chloroform.

If now you look to the result of some of the larger operations, you

will find the amount of mortality to be much greater. This is shown,

for example, in the following table, the materials for which I col-

lected and published some ten j^ears ago :

—

Table of the Mortality of Amputation of the Thigh.

Name of Hospital and
Reporter.

Number of
Cases.

Number of
Deaths.

Percentage
of Deaths.

Parisian Hospitals—Malgaigne 201 126 62 in 100

Edinburgh Hospital—Peacock 43 21 49 in 100

General Collection—Phillips 987 435 44 in 100
Glasgow Hospital—Lawrie . 127 46 36 in 100
British Hospitals—Simpson . 284 107 38 in 100

Thus you see that in Paris, where amputation of the thigh was

performed, no doubt, in the most approved and artistic manner, and

with all the aids of the most perfect handicraftism, more than one-

half of the patients subjected to that operation died
;
while, in other

hospitals patients died after the same operation in a less, but still a

very high proportion, the general result being, that nearly 1 in every

2 patients operated on died. And from other operations you have

a corresponding high degree of mortality, as shown by this
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Table of the Mortality op Ligature of Arteries and

Herniotomy.

Operation. Reporter.
Number of

Cases.
Number of
Deaths.

Percentage
of Deaths.

Ligatm'e of arteries . Phillips. 171 57 33 in 100
Ligature of arteries Liman. 199 66 34 in 100
Ligature of subclavian artery luman. 40 18 45 in 100
Herniotomy Inman. 545 260 47 in 100
Herniotomy Cooper. 77 36 45 in 100

These tables will suffice to show you that the mortality after the

severer kinds of surgical operations is something frightful and enor-

mous. At the same time, confessedly, the chances of a fatal issue

after even the slightest operations are by no means few. And the

question comes to be, What do these patients die of?

First of all, let us inquire, do they die of purely surgical compli-

cations? In a few cases they do, but not in many. In Guy's

Hospital Beports for 1843, Dr. Chevers has published an "In-

quiry into the Causes of Death after Injuries and Surgical Opera-

tions," which is one of the best memoirs on the subject we yet

possess, and written by a physician, not a surgeon. In this memoir

Dr. Chevers gives an account of the post-mortem appearances found

in the bodies of 153 patients, many of whom " had undergone severe

operations or suffered from extensive accidental injuries," while

" others had been the subjects of wounds or contusions of an ap-

parently very trivial kind." Of these 153 patients only 19, or 1 in

every 8, died, of tetanus, sloughing, hemorrhage, suppuration, and

other immediate and purely surgical complications.

Secondly, if thus only so very small a proportion, therefore, of

surgical patients die of fatal surgical complications, what do the

great mass of them die of] They perish showing symptoms of

acute fever during life, and showing on examination after death, in

various internal organs, the products of acute and recent inflam-

mation. They die of surgical fever, a disease consisting of a com-

bination of co-existing acute fever, and acute internal inflammations,

just as puerperal patients die of puerperal fever, a similar com-

pound disease, consisting exactly like surgical fever of co-existing

acute fever, and acute internal inflammations. Of Dr. Chevers's 153

surgical patients, 134 died of surgical fever, and presented after

death recent acute inflammatory effusions and lesions in various



ANATOMICAL LESIONS IN FATAL CASES. 303

internal organs. The relative frequency with which different in-

ternal organs and parts of the body were found attacked with acute

inflammation in these 134 cases, is shown in a condensed form in

the following table :—

Inflammatory Lesions in 134 Cases of Surgical Fever. {From Chevers.)

Cases. Cases.

Peritonitis was observed iu . 52 Arteritis and aortitis . 4

Enteritis (excluding cases of hernia) 9 Phlebitis 3

Pneumonia and its results . 47 Meningitis . . . . . 27

Pli'uritis ..... 35 Cerebritis . . . . . 9

Bronchitis, laryngitis, and dipthe- Cystitis 8

ritis ..... 4 Pus in muscles or joints O

Pericarditis .... 14 Inflammation of tunica vaginalis 1

When in Vienna last summer, my nephew, Dr. Alexander

Simpson, obtained access to the jjathological records of the large

General Hospital there, where the autopsies are made under the

supervision of Professor Rokitansky, and drew up for me from these

records some statistical tables to show the relative frequency with

which the various organs and parts of the body become the seat of

secondary inflammatory changes in the cases of patients dying of

surgical and of puerperal fever respectively. Allow n;e to call your

attention now to this

Table showing the relative frequency vjith ivhich different Organs and

Parts of the Body were fomul to have undergone recent Inflammatory

Changes in 100 Cases of Surgical Fever.

Cases. Cases.

The lungs and pleura in . 69 Bladder . . 6

Veins ..... . 53 Liver . 5

Seat of the operation or injury . 40 Pericardium . 4

Cellular tissue and muscles . . 28 Lymxjhatics . 3

Peritoneum.... . 10 Arteries 2

Brain and its membranes . IC Vagina . 2

Bones and joints . . 15 Interior of uterus . 1

Spleen .... . 10 Heart substance . 1

Kidneys .... 9 Parotid gland . 1

Stomach and bowels . . 7 Ear . . 1

The patients in whom inflammatory lesions of these various

internal organs and parts were discovered after death, had been

subjected to operations and injuries of all parts of the body, and of

all degrees of severity, from amputation of the thigli, down to the

operation for pliymosis, and the simplest most superlicial wound.s.
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Consider now that table of the organs and tissues most com-

monly affected by inflammation in cases of surgical fever, with this

Table shoiving the relative frequency with ivhich different Organs and

Parts of the Body were found to have imdergone recent Inflammatory

Changes in 500 Cases of Puerperal Fever.

Seat of the No. of Percent. Seat of the No. of Percent.
Inflammatory Lesion. Cases. of Cases. Inflammatory Lesion. Cases. of Cases.

Interior of uterus . 372 74-4 Kidneys . 17 3-4

Veins of uterus 349 69-8 Stomach and bowels . 13 2-6

Peritoneum . 321 64-2 Pericardium . 12 2-4

Lungs and pleura . 202 40-4 Mamma . 7 1-4

Lymphatics . 129 25-8 Fallopian tubes . . 5 1-

Ovaries 78 15-6 Bladder 4 0-8

Cellular tissues and muscles 46 9-2 Parotid gland 3 0-6

Veins other than uterine 40 8-0 Heart substance . . 3 0-6

Brain and its membranes 23 4-6 Endocardium . 2 0-4

Spleen .... 21 4-2 Iris . 1 0-2

Vagina and pudenda 19 3-8 Tonsil . 1 0-2

Bones and joints . 18 3-6 Larynx and trachea 1 0-2

A comparison of these two tables will serve to show you how
far we are justified in speaking of surgical and puerperal fever as

analogous in their nature ; and the difference in the frequency with

which different internal organs and parts are apt to become the seat

of the acute inflammatory effusions and changes in the two sets of

cases, is owing mainly, if not indeed altogether, to the difference

in the seat of the primary lesion ; for the identity between the two

diseases becomes more striking if we compare the latter of these

two tables with such a one as this :

—

Table showing the relative frequency with which different Organs were

found to have undergone recent Inflammatory Changes in 1 9 Cases of

Surgical Fever, resulting from Operations or Injuries of tlie Pelvic

Organs (including three cases of Herniotomy).

Seat of the No. of Percent. Seat of the No. of Percent.
Inflammatory Lesion. Cases. of Cases. Inflammatory Lesion. Cases. of Cases.

Peritoneum 12 63-1 Liver . . 3 15-8

Lungs and pleura . 12 63-1 Veins . . . 2 10-5

Seat of wound 5 26-3 Spleen . . 2 10-5

Cellular tissue around kid Vagina

.

. 1 5-3

neys . . . . 5 26-3 Uterus . . 1 5-3

Cellular tissue elsewhere 4 21- Bronchi . 1 5-3

Intestinal canal 3 15-8 Parotid gland . 1 5-3

Bladder . . . . 3 15-8

The proportion in which different internal organs are the seats
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of acute inflammatory action and deposits, is very much the same

in this table as in patients dying of puerperal fever, apparently,

because, I beg to repeat, the primary lesion or wound in the surgical

cases included in this table was, as in the puerperal patient, in the

pelvic viscera or neighbouring parts. But we must hasten on to

discuss another question, viz.

—

What is the Nature of the Malady which accompanies

or gives rise to these secondary lesions'?

We have seen that every patient who is placed upon an operat-

ing table runs no small risk of death, and that, when the operation

is severe, the patient is in as great, or indeed greater danger than a

soldier entering one of the bloodiest and most fatal battle-fields.

We have seen also that while a few of these patients die of the

immediate surgical consequences and complications of the operation

itself, the vast majority of them are carried off' by a febro-inflam-

matory malady, resulting, indeed, from the operation, but proving

fatal from the morbid changes which it produces in diff'erent and

sometimes distant parts of the body. In this surgical fever, as in

puerperal fever, you have a constitutional fever accompanied by

the development of local acute inflammatory disease, confined often

to organs and parts lying in the vicinity of the site of the primary

injury, ljut in many cases diff'used over other more remote organs

and textures. This fever may be of three kinds, or rather, it

manifests itself in three diff'erent kinds of cases.

1. Fever from Local Inflammation.—Fever maybe a symptomatic

result, first of all, of a very intense degree of inflammation set up in

the seat of the operation or injury ; but in such cases it rarely leads

to a fatal issue. For unless the patient be very much reduced in

strength, or altogether in a very bad habit of body, the inflammation

excited in any injured part can but seldom be of such a high degree

of intensity as to prove fatal of itself. This may also occur in such

exceptional cases as you have an instance of in the second of the

patients whose history I have given you, and who died in consequence

of the inflammation set up in an evacuated ovarian cyst. There the

inflammation was spread over all the interior of an enormous cavity,

and proved fatal, just as inflammations of such an extensive surface

as that of the peritoneum do—viz. by gradual depression of the

action of the heart.

2. Fever vjith Inflammation extending to neighbouring parts.—
VOL. in. X
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Fever in surgical patients is much more frequently found to arise

from, or at least to be associated Avith, inflammation not confined

merely to the seat of the injury, but spreading thence to other parts

and organs, either from continuity of texture or contiguity of position.

In almost every instance of this kind, the nearest lymphatic glands

are more or less hypersemic and hypertrophied, for the morbific agent

seems in them to have a tendency to spread along the lymphatic

system of vessels, and to excite in them a high degree of inflam-

mation.

3. Fevers idtli disseminated Centres of Inflammation.—In a third

and by far the most extensive class of cases of surgical fever, the

inflammatory lesions and manifestations are not confined to the seat

of the injury, or to the textures in its vicinity, but are found situated

in diff"erent and distant organs and parts of the body. Of all internal

organs the lungs are those which are the most liable to become the

seat of those secondary or metastatic inflammations ; and when a

careful examination of such cases is made, there is almost always to

be detected some morbid condition of the veins in the neighbourhood

of the original wound.

Now, in the case of patients dying of fever consequent on

surgical operations or injuries, you will find, as I have already

stated, that very few indeed die of the fever attendant on inflam-

mation confined to the •wounded part ; and that in the vast majority

of cases, the fever is found to have been complicated by the occur-

rence of inflammatory changes in other parts,—sometimes near the

seat of the injury, but sometimes more remote ; and it is of this

latter class of cases that I wish at present more particularly to speak

under the designation of Surgical Fever. How is it, then, that

surgical patients are so apt to die of this form of fever ? In olden

times, surgeons would have been content to believe that the fever

resulted from inflammation set up in the site of the wound, or from

sympathetic inflammations, as they were called, in other parts. But

this idea has been given up since it was found that there was no

proportionate degree of intensity between the amount of fever and

the amount of inflammation at the site of the surgical wound. A
very high degree of inflammation may arise, for instance, in the

stump of an amputated limb, and pass on to suppuration and ulcer-

ation, while the patient presents but few or no symptoms of surgical

fever ; and on the other hand, fever may set in and prove fatal in

cases where the wound appears to be the seat of no higher degree

of inflammation than is necessary to produce adhesion of the op



VARIETIES OF SUEGICAL FEVER, 307

posed raw surfaces. There is not of necessity, either in surgical or

in puerperal fever, any relation of intensity between the local lesion

and the constitutional malady, and there is no surgeon or pathologist,

so far as I know, who now seeks to find in the former the only

cause of the latter • for all are rather inclined to the belief

that they are both effects of one common cause, that cause being

some toxic or diseased condition of the circulating fluids. In

smallpox, measles, dothenenteritis, and some other natural fevers,

if I may be allowed to call them so, where likewise a constitutional

fever and local inflammations are found associated together, we no

longer believe that these—viz. the general fever and the local inflam-

mations—stand to each other simply in the relation of cause and

eflfect. Doubtless the fever may be aggravated by the severity of

the local lesions, but they are both in the first instance excited and

engendered by some morbid material circulating in the blood
;
they

are both due, in each particular case, to some peculiar form of

toxsemia. They do not stand to each other in the relation of

cause and effect, but are both the effects of one common cause

—the special toxsemic state of the blood. And in surgical

patients, too, the blood may become poisoned and perverted in

its nature ; and it now remains for us to inquire by what means

the blood becomes altered, or what are the changes which it under-

goes, and which excite in the patient such a fatal fever and

so many local lesions. But I must postpone the consideration of

this part of the subject until we meet here again.
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LECTURE XIX.

ON SURGICAL FEVER—ITS ETIOLOGY AND SEIIEIOLOGY.

THE ETIOLOGY OF THE DISEASE.

Gentlemen—As in other febrile diseases, so in the case of Surgical

Fever, we classify the causes which produce it according as they are

1. Predisposing, or 2. Exciting.

1 . Predisposing Causes.—When I speak of the predisposing causes

of the disease, the vitiated atmosphere of hospitals, the bad habits

and unhealthy occupation of patients, their inij)aired nutrition, their

debility from long previous disease, or depression from sudden injury,

the nervous shock of a severe operation, and other kindred evils, will

all occur to your minds as so many predisposing agencies, which may
each and all prove sources of danger for any particular individual.

And keeping that in view, you will readily understand how it is

that this disease is relatively so frequent and fatal among hospital

patients, and why it should be more common in large towns than it

is in country districts. But along with and in addition to these

predisposing causes, perhaps there is another source of danger, not so

self-evident as these, yet present to a greater or less degree after

operations and injuries, and dependent on the altered condition of

the blood. When patients have been subjected to surgical opera-

tions and injuries, a disturbance seems generally to take place to a

greater or less extent in the interchanges which should go on between

the constituents of the blood and the injured textures, and in the

case of amputations, more particularly, various substances come to be

retained in the circulating fluid, which ought to have been
,
appro-

priated to the nutriment of the limb that has been lost ; the

chemistry of the blood becomes, for the time, disordered and de-

ranged, by this and by the agency of the preceding predisposing

causes which I have named ; and further, it appears to be disordered

and deranged principally, perhaps, by the morbid retention and accu-

mulation of secretory and excretory matters vsdthin it. The testi-

mony of Dr. Chevers is strikingly corroborative of this view ; for he
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has pointed out in the paper to which I have already referred, that

the liver, the spleen, and above all, the kidneys (those organs which

are chiefly concerned in the formation and purification of the blood),

showed evidence of previous chronic disease in three-fourths of all

the cases of surgical fever, where the results of the post-mortem

examination in Guy's Hospital had been kept. You will he better

able to appreciate the importance of this source of predisposition,

when you know something about tlie

2. Exciting Causes.—We have just seen how it is that the blood

of surgical patients may come to he loaded with matters which readily

decompose and give rise to febrile phenomena ; and our next inquiry

must have reference to those materials which get into the blood, and

act as ferments in throwing these retained excretory and probably

highly azotised matters into a state of decomposition, and so act as

the immediate or exciting causes of surgical fevers. Now, here you

will find that there are two morl^id materials which have been re-

garded as pre-eminently capable of producing that sort of fermenta-

tion
;

if, in accordance Avith the views of some high modern—as

well as ancient— authorities, we may so term that change, which

constitutes the toxajmic cause and essence of surgical and other

fevers. And these are,

1st. Se-ptic Matters absorhed from the Wowvl.—Some pathologists

have been content with the idea that when the wound becomes

inflamed, and the inflammatory action passes beyond the purely

adhesive stage, a depraved or decomposing fluid is liable to be pro-

duced, which may become absorbed, and exert a zymotic influence

on the fermentable matters already present in the blood. In some

instances the rigor and commencement of the fever follow almost too

rapidly after the operation to lixive allowed of any true inflammatory

products to have been generated in the wound
;
certainly too soon

for pus to form. But, perhaps, the whole pathological mechanism of

the disease in relation to its origin in the absorj:)tion of septic or

other matters, and otherwise, wiU be better understood by you, by

contrasting it with some toxfemic malady, the nature and course of

which is better known. Let us take, for example, an illustration I

have already named—viz. smallpox. Smallpox (lil^e surgical fever)

is generally, if not universally, acknowledged to depend upon a

special toxsemic or diseased state of the blood, as its pathological

cause or essence. 2. As a result of this morbid or toxsemic state of

the blood, there occur, in both diseases, two sets of symptoms or

consequences—the one constitutional, the other local. 3. The
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constitutional symptoms or consequences in both affections are a

special form of fever. 4. The local symptoms or consequences in

both affections consist of acute disseminated inflammations : in

smallpox, on the skin and mucous surfaces ; in surgical fever, in vari-

ous and different internal organs. Inoculated smallpox is further, I

believe, analogous to surgical fever in this respect : that in both

maladies the diseased action takes its origin from a wounded surface,

and by the absorption of a septic poison from that surface. Both

require materials to exist in the blood or body for their respective

poisons to act upon ; and in the case of smallpox, if these materials

have been already exhausted by a previous attack of the malady, no

consequences follow the admission of the septic poison into the blood.

We do not in the least degree yet know upon what the septic or

poisonous property of inoculated smallpox matter depends ; nor are

we at all acquainted with what forms the peculiarity of the septic

matter in surgical fever.

2d. Pus absorbed into the Blood-vessels.—Some pathologists have

held that pure pus is absorbed as pus from the wound, and gives rise

to the febrile symptoms either by its own decomposition or by the

decomposition which it produces in some of the matters circulating

there. No point in connection with the pathology of surgical fever

has been more disputed than the question as to whether pus, as

such, ever becomes absorbed from a wound and mingles with the

circulating fluid. As obstetricians, we know that the passage of

pus into the blood is not at all a necessary condition for the develop-

ment of fevers attended with local purulent inflammations. For

we occasionally meet with cases where the foetus in utero is attacked

by a morbific agent which leads to the development of a multitude of

disseminated abscesses over all parts of its body. We know, in other

words, that the foetus, while still in the mother's womb, may be

attacked with smallpox ; and yet there is no direct vascular communi-

cation between the mother and the foetus—there is no interchange

of blood-corpuscles between them—and there can occur no transition

of pus-corpuscles from the maternal to the foetal bloodvessels. But

some finer form of morbific agency than pus must pass from the

maternal into the foetal system ; and arguing from such facts as these,

those surgeons and pathologists are justified in their opinion, who
hold that the absorption of pus from a wounded surface is not

necessary for the production of a general fever, like surgical fever,

accompanied with secondary local inflammatory lesions. Those who
hold an opposite view tell us that in such cases pus-corpuscles are
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found in the blood, and they ask how it comes that these get there,

if they have not been absorbed from the suppurating wound. Here,

however, I must remind you that the cells in question are not of

necessity to be regarded as pus-corpuscles. For, as you know, the

pus-corpuscles differ so little in microscopic appearance and chemical

reaction from the white or colourless blood-corpuscle, that the only

ground of distinction which the best histologist can discover between

the two, lies in the situation in which the body is found. You
know further that there are a variety of cases in which the number

of colourless corpuscles in the blood comes to be greatly increased,

and that there is one condition common to all those cases, whether

they be morbid or more normal—viz. a temporary or more pemianent

enlargement of the .spleen or lymjihatic glands, or of other glands or

textures in which the corpuscles are constantly being developed. In

the much-debated leucocytha^mia, you have an instance of this

condition becoming permanent and usually fatal, and depending in

one set of cases on enlargement of the spleen, in another on enlarge-

ment of the lymphatic glands, while in a third set of patients both

kinds of glands are found to be simultaneously affected. A tem-

porary increase of the number of white blood-corpuscles, or leucocy-

thosis, as Virchow has designated this condition, is seen in females

during pregnancy, and soon after delivery, and in them there are

important changes in the uterine organs, and enlargement of the

pelvic glands. In all individuals, indeed, according to some of our

latest physiological observers, this condition is established after every

meal, and may be traced to the enlargement that then takes place in

the mesenteric glands. It need not, therefore, surprise us to find in

patients affected with surgical fever that the number of the colour-

less corpuscles in the blood is greatly multiplied, seeing that in such

cases there is almost always more or less inflammatory excitemeat

and enlargement of the cellular tissue at the seat of the injury, and

of the lymphatic glands in the vicinity, and very frecpiently some

acute morbid change in the liver, kidneys, or spleen, as well ; and

we need not have recourse to the hypothesis of an absor]^)tion of pus-

corpuscles from the wounded surface, to explain the phenomenon of

the large number of pale granular cells, with one, two, three, or

more nuclei found circulating in the patient's blood. It may be

that some portion or element of the liquor of pus, or some material

resulting from its disintegration, comes to be absorbed from the

wounded surface, and acts the part of a ferment in the blood ; but

whatever it may be, it can certainly not be the pus-coriJuscles.

Nor are we to regard them as the
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Cause of the Secondary Deposits and Abscesses,

or collections of purulent matter that we occasionally see in cases

of surgical or puerperal fever in the lungs, spleen, liver, etc. For,

independently of the two facts—1. that pus-corpuscles are not, as a

general rule, taken up at all by the blood-vessels, and only are found

there in those exceptional cases where a vessel is directly broken

into by a purulent collection originally^formed outside of its walls
;

and 2, that the lining membrane of veins is apparently, from all late

evidence, incapable of secreting pus, we find that there is no pus at

all in those secondary abscesses in their first stage. In truth, those

disseminated centres of disease which we meet with frequently in

the lungs, spleen, kidneys, and other organs of patients dying of

surgical and puerperal fever, are not to be regarded as genuine ab-

scesses resulting from a simple inflammation in the parts ; but the

opinion is gaining ground that we have here to do with two forms

of the multiplication of disease. Either, firstly, they are due to a

vital alteration or destruction of the part, resulting from the impac-

tion of some material in the aS'erent blood-vessel, which has been

brought from the veins at the seat of the injury, and been here

arrested or filtered out
;

or, secondly, they may be produced by the

mis-secretion of some finer material which we have no physical means

of recognising, and which, in its effects and irritant mode of action,

has more affinity with chemical substances. There is, if I may so

express it, a mechanical or physical, and a chemical or secretory

metastasis.

1. Mechanical Metastasis: Embolism.—In very many instances

the blood in the veins at the seat of the wound in the case of

surgical fever, like the blood in the veins of the uterus in the case

of puerperal fever, becomes, as Dr. Wise has expressed it, " consoli-

dated." This " consolidation " or coagulation of blood, which has

been carefully investigated by Yirchow, and described by him as

thrombosis, is not confined to that contained in the smaller veins,

but is continued on to that in the vessels of the largest size, and

according to the further changes that occur it may lead to the pro-

duction of metastatic inflammatory centres of disease in one or

other of two different ways. First, the " consolidation " of the blood

may go on m. a vein up to the point where it opens into one of

larger calibre without producing any further injury. But should

the process still go on, as is so frequently the case, then from the

superposition of fresh fibrinous layers, the clot or " thrombus " comes
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to project into the cavity of the Larger vessel in the manner shown

in the annexed woodcut from Virchow's late very masterly work on

Cellular Pathology (see Fig. GO) ; and then you can readily understand

how, in some movement of the body, or from some other accident,

this projecting cap may become detached and be carried along in

Fig. 60.

the circulating stream, only to be arrested at the bifurcation of

some subdivision of one or other pulmonary artery. (See Fig. 61.)

This transport of bodies in the blood, and their final arrest in the

smaller vessels, are phenomena not confined, by any means, how-

ever, to the venous system, for they are met with

also in the arterial system, and sometimes of a

large size, in cases of vegetations on the aortic

valves, of atheroma in the larger arteries, and such

like. These travelling bodies have been, as you

knoAV, termed " emboli," and their impaction with

its results has been summed up in the designa-

tion of " embolism." When such an eml)olus gets

arrested, as they most commonly do, at the bifur-

cation of an arterial trunk, neitlicr of the branches

of which is large enough to allow them to

pass, the immediate result is that the supply of blood to the

part beyond the obturated vessel is greatly diminished or alto-

Fig. 60. " Thrombi arising in one vein, and passing continnonsly into another,

c c. Smaller, varicose, lateral twigs (vense circumfiexse femoris) filled with autoch-

thonons thrombi, which stretch beyond the ostia into the trank of the femoral

vein, t, Continued thi-ombus produced by concentric apposition from the blood-

t', Appearance of a continued tlirombus after separation of some pieces (emboli)

has been effected."—(Virchow.)

Fig. 61. "Embolism of the pulmonary artery. P, A medium-sized branch of

the pulmonary artery. E, the emliolus, riding on the fork of the dividing artery.

I t! The enveloping (secondary) t)n'ombus. t, The portion in front of the embolus
reaching as far as the next collateral vessel (c) above it. t', The portion behind
the embolus, nearly filling up the branches r r, into which the artery divides, and
at last ending conically."—(Virchow.)
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gether cut off ; and this is speedily followed by an infiltration of

blood into all its tissues. The way in which this infiltration of

blood into the tissues of a part, whose vascular supply has been
suddenly diminished or cut off, takes place has not been satisfactorily

explained ; but the .result is that either the part becomes gangrene-

scent, and is separated by a demarcating inflammatory process, as

gangrenescent parts usually are, or it becomes the seat of an indura-

tion and degeneration which effectually destroys its functional

activity. The great majority of the so-called secondary or metastatic
" abscesses " seen in the lungs of patients dying of surgical and
puerperal fever, are simply instances of gangrene with its results as

produced by embolism of the pulmonary arteries. But, secondly,

where the emboli are of smaller dimensions, the impaction takes

^ ^ place in vessels of a smaller calibre, or

M ^^1^% what has been designated " capillary

''J° S^%s=^^^^'1SS\ embolism," becomes established. In this

^^^^ ^^^^ ^^^^ thrombosis gives rise to the

C foreign body, but in a different manner.

©^O The thrombus, instead of growing on-

^ wards towards the centre of the circu-

°^ lation, undergoes a variety of changes.
Fig.' 62. ^j.g^ place, the red corpuscles

loose their vitality and part with their hsematin, which escapes

and becomes diffused all around, and in this way the clot becomes

decolorised. Then these same corpuscles break down, and the

fibrine becomes disintegrated and dissolved, while the colourless

corpuscles remain still unchanged, so that the softened mass presents

a deceptively puriform appearance. Now, if some portions of such

softened thrombi get by some chance into the circulating fluid, they

will be carried first of all to the lungs, where the grosser particles will

be filtered out, and lead to the changes already adverted to ; while

the finer particles may pass through both sides of the heart, and

lead to the production of capillary embolism, so minute as to be

readily overlooked, in various other organs of the body. With

reference to this poiat, Professor Beckman, of Gcittingen, has made

some interesting observations on the kidneys of persons dying of

Fig. 62. " Puriform debris of softened thrombi. A, The various large pale

gi-amiles of the disintegrating fibrine. B, The colourless blood-corpuscles set free

by the softening, and in part degenerated, a. With several nuclei, b, With
single, angular nuclei and several fatty granules, c. Without nuclei (pyoid) and in

a state of fatty metamorphosis. C, Blood-corpuscles becoming decolorised and

disintegrated. "— (Virchow.)
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surgical and puerperal fever ; and has almost invariably detected

the existence of great numbers of minute emboli in kidneys which

presented to the naked eye only the appearance of small ecchymosed

or purpurous spots ; and it still remains for further investigation to

show how far those inflammations of the liver, spleen, and kidney,

which are found in such cases, may be due to this capillary em-

bolism, or to some more subtle and refined morbific agency.

2. Secretory Metastasis.— There is another common mode by

Avhich inflammatory action seems liable to be set up in various

parts of the body—namely, in surgical fevers and other toxsemic dis-

eases, and particularly on serous and synovial surfaces, in conse-

quence of the local deposition and irritant effect of some morbid

material or materials circulating in the blood. The effects produced

by such a 7nateries morbi and its mode of action become intelligible,

as it seems to me, by studying the manner in which acute secondary

inflammations are produced, as so very frequently happens in the

case of patients affected with Bright's disease of the kidneys. I

think we can see our road to the explanation in this way. When a

patient with albuminuria takes diarrhoea, we find that the dejections

are loaded with urea ; and seemingly for this reason-—^viz. that the

urea, accumulated in some conditions of this affection in morbid

excess in the blood, does not escape through its ordinary channel,

the kidneys, which are in a state of disease, but becomes mis-secreted

or mis-excreted by the mucous membrane of the intestinal canal,

upon which membrane urea acts the part of an irritant, and excites

there an inflammatory serous or watery effusion. Urea is not an

irritant to its natural emunctory, the kidney, l)ut it is a strong irri-

tant to some mucous membranes, and to serous surfaces and other

tissues. Pleuritic and pericarditic effusions are very frequent in

cases of Bright's disease ; and when such effusions have been ex-

amined chemically and early, they have been found to contain a

large amount of urea. There is a quantity of effete matter in the

blood, of which nature has to get rid ; and the ordinary channel of

relief being shut up, this matter is thrown out upon the pleura, etc.,

where it acts like blisters applied to the skin, and produces a more

or less intense degree of inflammation. In rheumatic fever, pericar-

ditis, etc., is probably lighted up by a similar mis-secretion into the

j^ericardium of the accumulated lactic acid, or poison of rheumatic

fever, whatever it may be. Studying the secondary lesions of

surgical and puerperal fever with this key, we may yet perhaps find

the explanation of some of the common and acute forms of secondary
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inflammatory lesions and effusions observed in these diseases— as

those inflammations of the pleura, joints, etc., which end so rapidly

in sero-purulent effusions—to be produced and set up in the first

instance by the mis-secretion or elimination upon the inflamed sur-

faces or at the inflamed spots of morbid materials existing in the

blood, and capable, when thus localised, of lighting up acute inflam-

matory action by their presence as local irritants.

There is another question on which I would beg to make one or

two observations—viz. in addition to the conditions already stated,

are there any other appreciable circumstances determining the seats of

the inflammatory changes and effusions in surgical fever 2 Now, there

are many facts in pathology which seem to prove that- in cases of

febrile and other forms of toxtemia, the resulting inflammatory

action is specially liable to become localised and lighted up in any

parts or organs that are temporarily weakened and depressed in

their vital force and powers. Thus boils, erysipelas, etc., are apt

first to break out upon, or in the immediate neighbourhood of, parts

recently hurt and injured. I have known a patient attacked with

smallpox who shortly before had required to get the knee blistered.

The eruption was very thin and sparse everywhere, except upon this

knee ; but its still damaged and debilitated cutaneous tissues were

covered with concrete pustules. In a similar case Dr. Budd saw the

smallpox eruption covering in an almost confluent form the nates,

which shortly before had been contused by a fall ; and everywhere

else on the surface of the body they were discrete and very few.

In puerperal fever, probably on the same principle, the inflammatory

changes and effusions are usually greatest in the uterine organs and

peritoneum, which have been temporarily depressed and damaged

by the process of delivery. And in cases of surgical fever, one

marked seat of the attendant inflammations is in the wound, and

in its neighbouring parts, particularly if these parts happen to be

one of the great serous cavities of the body.

SEMEIOLOGlY.

Such being the different modes in which the secondary lesions

are produced, the question next occurs—How are we to recognise

the onset of. an attack of surgical fever % And to enable you to

answer this question for yourselves, I must j^oint out to you, shortly,

the most common and constant symptoms of the disease.

1. Bigors.—The patient whose history I first read to you had,
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as you must have observed, a rigor about thirty or forty hours after

the time of the operation. Now, whatever may be the physiologi-

cal explanation of this phenomenon—and many explanations have

been given, which it were more curious than practically interesting

to dwell upon—a shivering fit of greater or less intensity, and of

longer or shorter duration, is common to all the various forms of

surgical fever, and is the first and one of the most common symp-

toms of the occurrence of the disease. You must not expect, how-

ever, to find every attack of surgical fever ushered in by rigors ; for

in some cases it would appear as if they never occurred at all, and

in others they are so slight as to be readily overlooked. But still

the occurrence of a rigor in a patient who has been subjected to any

ojjeration, should at all times make you alive to the probability of

an attack of fever, and then the next point to be attended to is

2. Acceleration of the Pulse : Eesijiration.—For next to the rigor

the rapid rise of the pulse is the most common indication of the

onset of the disease ; and is its most constant and most pathognomonic

phenomenon throughout its course. Every medical man who is told

that a surgical patient has had a shivering fit, at once puts his finger

on the jDatient's pulse to ascertain whether it be in any degree acce-

lerated. If he find that it is up, and beating from 100 to 120 strokes

in the minute or oftener, he knows at once that some mischief is

going on ; and generally speaking, the case is dangerous according

tb the degree of exaltation of the pulse. In some cases it runs up

nearly to even 130, 140, or more. It is generally more weak as well

as more rapid than usual. The occurrence of a rigor, and sudden

and marked acceleration of the pulse, are, then, the two most con-

stant indications of the occurrence of surgical fever. Dyspnoea and

accelerated laborious respiration often come on in the course of the

disease, and are always most unfavourable phenomena. The other

symptoms are all subject to much variation, and depend on the

3. State of the To7ujue, Shin, etc.—Most practitioners will look at

the tongue to see in what state it is ; but it varies so much in differ-

ent patients affected with this disease, and is so liable to be affected

according to the predominance of some of the minor lesions or mor-

bid conditions, that we cannot regard any particular condition of the

organ as characteristic of surgical fever. Wlien glazed and dry, it

presents itself to us in its worst aspect, and continued moisture and

softness of the tongue in any case make us always more hopeful of

our patient's recovery. The colour and condition of the skin are

likewise variable. In some cases it becomes moist, and is covered
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with a perspiration which you might suppose to be critical and

beneficial, but which in reality is not so. When suffused with such

perspiration, the surface is usually cold ; in other cases it is some-

times cold to the touch, sometimes burningly hot. Not unfrequently

the skin takes on an unusual dingy yellowish tint, or becomes

leaden-coloured or icteric. As regards the nervous symptoms, you

will find that there is usually great depression from the first ; and

in some cases low muttering delirium sets in early, and is always to

be looked on as a very unfavourable symptom. Sickness and vomit-

ing are very common occurrences
;

especially where the primary

lesion is in any of the abdominal organs, and was seen in both of

the cases in our ward. Diarrhoea is a frequent complication. These

symptoms of surgical fever, I repeat, are all subject to the greatest

variations, but in no case will you find a slow and steady pulse.

Signs of the Secondary Lesions.

The secondary or metastatic inflammations are not usually so

intense in character as to lead to the development of any very

marked symptoms. They are often masked and merged in the

general phenomena, and may be altogether overlooked. Nor is

their detection in every case a matter of vital importance. The

supervention of inflammation in any organ will usually be indicated

by some derangement in its functional activity. Thus, if the lungs

have become affected, the patient will most likely have slight cough

and expectoration, and will complain of stitches in the side. But

this is not necessarily the case ; and great effusions may occur into

the pleural cavity, for instance, without the production of any

marked symptoms. Auscultation and percussion would, of course,

serve to detect such a condition ; but the patient is often too weak

to allow of our subjecting him to the ordeal.
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LECTUEE XX.

SURGICAL FEVER—ITS TREATMENT.

Gentlemen—On the treatment of surgical fever I do wish that it

were in my power to state something more precise and certain than

it is possible for me to offer you ; but the whole subject forms a

topic regarding which few or no definite and determinate principles

have yet been established. We may divide the treatment, however,

into two great departments—namely, first, the prophylactic or pre-

ventive treatment of the disease
;
and, secondly, the curative treat-

ment of the malady after it has once commenced. In this, as in

other cases, the prophylactic will ultimately, in all i^robability, come

to be of more moment and of more practical import than the cura-

tive treatment. But as yet, I repeat, we know too little of either.

I. The Preventive or Prophylactic Treatment.

A variety of propositions have been suggested by surgeons at

different times with the view of preparing patients against the con-

tingencies and dangers of surgical operations, or rather against

the chance and danger of surgical fever supervening after these

operations.

1. Date of Operating.—The question, for example, has been

agitated as to whether it was right and advisable to proceed to

amputation immediately in cases of traumatic or gunshot injury

requiring that operation, or whether it was safer to postpone the

operation for thirty, sixty, or more hours subsequently. This con-

stitutes, as you are aware, the essence of the discussion that was

carried on among military surgeons for many years as to the eligi-

bility of primary or of secondary amputations among soldiers

wounded in battle. It seems now generally decided that the

chances of the recovery of the wounded patient are greatly in-

creased, and consequently the chances of surgical fever greatly

diminished, by the damaged limb being amputated at once ; instead

of that operation being postponed and delayed for two, three, or
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more days. This principle probably applies to cases of traumatic

injury in civil as well as in military practice. But, again, many of

our best hospital surgeons have thought, in regard to chronic cases

requiring surgical operation, that it was better and safer not to

operate till the patient was acclimated to the hospital by a residence

in it of a few days' duration. Others, however, act upon the oppo-

site rule, and operate as soon as the patient enters the hospital,

believing that a state of anxiety kept up for some days is liable to

damage the patient's constitution, and likely to decrease his chances

of recovery. I am not aware that any extensive observations have

yet been made tending to settle either on one side or the other the

question of the advantage or disadvantage of a short preparatory

residence in hospital as a protective against the chances of surgical

fever. This question of predisposition to surgical fever may perhaps

be stated in other words, thus :—Is not the patient more predisposed

to surgical fever when his blood has become deteriorated and charged

with effete organic matters, from being allowed to remain unoperated

upon for some days, after a severe traumatic injury
;

or, in chronic

surgical cases, from being allowed to live for a time in the vitiated

air of an hospital before being subjected to the surgeon's knife 1

2. Preparation by .Previous Restraint.—Patients previously in a

state of comparative health are sometimes apt to have more or less

constitutional disturbance if they are suddenly and inevitably con-

fined to bed ; and particularly if they are restrained in one fixed and

unchangeable position. They pass through, in other words, what some

old surgeons have called " bed-fever." Now, there are some opera-

tions in surgery, and those of a kind which, though slight in them-

selves, are apparently specially liable to be followed by dangerous

consequences, where the patient from the hour of the operation is of

necessity fixed and restrained in one position. Such an operation is

that otherwise seemingly simple one of removing loose cartilages from

the cavity of the knee-joint. Listen to the sagacious prophylactic

treatment which a London surgeon, Mr. Young, used formerly to

apply to such patients as he operated on for this affection. I quote

the account from Mr. Travers' work on Constitutional Irritation.

" A healthy carman," writes Mr. Young, " came under my care

with a loose cartilage in the right knee-joint. It had several

times occasioned him to fall suddenly, and he was very anxious

to submit to an operation to get rid of it. It appeared to me
desirable to accustom him, before the operation, to the reduced

diet, rest, and restraint which would be necessary after it. He



DIET BEFORE OPERATIONS. 321

accordingly kept the house. On the second or third day of his

confinement I put on the roller and bound on the back splint

• exactly as I intended to do after the operation, to keep the

limb perfectly steady. This confinement of the limb occasioned a

restless night, some fever, a whitish tongue, a quickened pulse, a

little headache, spare and high-coloured urine. He was very un-

willing to continue the bandage and splint, to which he ascribed

(and justly) all his constitutional disturbance ; and the utility of

which, prior to the operation, he could not at all comprehend. This

circumstance, however, forcibly suggested to me the importance of

accustoming him to restraint ; it was, therefore, continued ; the

excitement which it had produced gradually subsided, and when I

found that the bandage no longer occasioned any irritation, I per-

formed the operation. Not one untoward symptom arose, the con-

stitution was not in the least ruffled, and the wound healed by the

first intention."

3. Antecedent Dieting.—It has been proposed to attempt to guard

surgical patients against the danger of surgical fever by the ante-

cedent use of j^articular kinds of diet, and still more of particular

kinds of medicine. Of course, this indication can only be carried

out where the surgical operation is for some chronic foim of disease

or injury, and where this kind of preparatory treatment can be

carried on for a week or two, or longer, before the date of the in-

tended operation. Some men fed in a particular way are specially

liable to fatal attacks of surgical fever after even the slightest opera-

tions. Their blood is probably permanently supercharged with such

excess of fermentible organic materials as readily to undergo those

zymotic changes which, as we have seen, apparently constitute the

foundation and essence of surgical fever. Thus many London sur-

geons tell us that the draymen and other servants connected with

the large breweries in the metropolis, and who, as a general law, are

perhaps in the habit of drinking too much of their own ale, almost

all go wrong when admitted into hospital with surgical wounds or

injuries. Is the Irish peasant, fed almost solely on potatoes, or the

Scotch peasant, fed almost solely upon oatmeal, as liable to fatal

surgical fever after surgical injuries 1 I can adduce no statistical

proof in answer ; but the general impression seems to be that they

stand surgical knocks, and injuries, and operations, with a wonderful

impunity. We know statistically that the rice-eating Hindoo usually

recovers with unusual speed and certainty after severe surgical muti-

lations. There was some time ago published a series of a hundred

VOL. III. Y
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operations for elephantiasis of the scrotum, an operation which is

often most formidable from the great size of the tumour which is

removed. In the list I allude to, only six or seven, as far as I

remember, died. But here, perhaps, the wonderful success that was

attained was dependent upon the race on whom the operation was

performed. For, as a general law, the black races seem to bear

injuries and operations with far more impunity than the white races

of mankind ; that is, they do not apparently fever after them with

the same facility or the same intensity. But it is at the same time

to be remembered that when epidemic diseases and fevers, such as

cholera, yellow fever, etc., once do in reality attack members of the

black race, they usually sink more speedily under them than mem-
bers of the white race living in the same locality.

We as yet know too little of the effects of rapid changes in food

to be able to say whether any great alteration in the diet of a patient

for two or three days before the performance of a surgical operation,

is likely or not to have much influence on the result, though the

subject is one certainly worthy of a more elaborate consideration

than has hitherto been allotted to it. You will find in practice that

some surgeons are in the habit of placing their patients on a lowish

table of diet for a day or two before operating. But most of them

follow an opposite rule, believing that patients have the best chances

of recovery when operated on with their constitutions, their blood,

secretions, and excretions, unaltered by any previous notable and

extreme changes in their food. Perhaps the indication ought to be

to attempt to bring the patient as near the normal or natural

standard of health as possible, by an improved diet if they are weak

and asthenic
;
by a reduced diet if they are plethoric and inflam-

matory.

4. Prophylactic Medications.—Therapeutic prophylactic measures

have also, as I have already hinted, been tried with the view of pre-

paring surgical patients to encounter the danger of the surgical

knife with increased chances of escape and safety. With this view,

various tonics and alteratives have sometimes been given to surgical

patients before operations to avert the chances of surgical fever after-

wards. No very great or marked results have hitherto attended

this form of surgical prophylaxis
;
and, indeed, we need the less

wonder at this, seeing that these experiments have never yet been

conducted on any very extensive scale. But I confess that it has

always appeared to me that this line of inquiry was—in relation to

surgical operations—one of the most important to which the " Young
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Surgery" of these times could turn its attention. Look at these

two patients lying next bed in the same ward
;
they are nearly of

the same age, and were a few days ago operated on by the same

surgeon. One of them has had his leg amputated, and though thus

the surgeon's knife has produced ujjon his body a great mutilation,

and left upon it a great surgical wound, yet his pulse is quiet, his

skin is cool, and, in short, constitutionally he seems perfectly well.

The other patient, lying within a few feet of him, has merely had a

small and simple subcutaneous tumour removed from the surface of

his thigh—an operation requiring infinitely less cutting, and leaving

an infinitely smaller surgical wound. But his pulse is ranging up

to 130 or 140, his skin is alternately burning and jjerspiring, and

altogether he is suffering under a dangerous, and probably a fatal

attack of surgical fever. Now, there must have been something

different in the two constitutions of these two men before operation
;

the existing state of constitution in the first patient not rendering

him liable to surgical fever, even after one of the severest operations

in surgery ; the existing state of constitution of the second patient

rendering him, on the contrary, liable to be attacked after a very

small wound, and a slight application of the surgical knife. The

great question for solution is. Could we by any artificial means,

adopted beforehand, produce in all our surgical jiatients that defiant

or resistant state of the constitution Avhich enabled that first patient

with the amputated limb to bear with impunity, and without danger

from surgical fever, the severe surgical operation to which he has

been subjected ? Or, in other words, could we by any antecedent

means so change, improve, and fortify the existing state of constitu-

tion of the second patient, as to make him bear with impunity the

application and effects of the surgeon's knife'? The problem is a

practical problem, not so impossible in its nature and principles as

to prevent us making earnest and anxious attempts at its solution
;

and whoever could successfully solve it for the prevention of surgical

fever in surgical patients, or, let me add, for the prevention of puer-

peral fever in puerperal patients, would, in my opinion, make one of

the greatest advances that could possibly be effected at the present

hour in the onward march of medical science ; because it is one

that would probably save more human lives in surgical and obstetric

practice than any other one single discovery.

Various alteratives and tonics, as I have stated to you, have been

tried, with this prophylactic intention, but none of them on any

great scale, or with any great degree of perseverance. With this
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view, patients have, preparatory to operations, been placed upon

doses of disulphate of quinine, of chlorate of potass, etc. You all

know that Mr. Hamilton Bell, and 'other practitioners in this city,

have of late years been led to place great reliance upon the curative

powers of tincture of the muriate of iron in cases of erysipelas. In

many points, there is a strong analogy, though by no means an

identity, between the compound febrile and inflammatory character

of surgical fever and of erysipelas. Arguing thus, I long thought

that muriate of iron, if given as a prophylactic against surgical or

puerperal fever, might probably contribute to prevent the constitu-

tion being attacked with these diseases
;
seeing that it was one of

the simplest means of getting rid of the analogous erysipelatous

afl"ection after it had once begun. For about eighteen months before

he retired from the position of operating surgeon to the Eoyal

Infirmary, my friend Dr. Dunsmure was so good as to place, at my
suggestion, all the patients whom he operated upon, and in whom
there was time to use such prophylactic measures, upon doses

of muriate of iron given two or three times a-day. Dr. Dunsmure

has repeatedly assured me, that after adopting this prophylactic

measure, his surgical patients seemed to him to recover better and

with fewer threatenings of surgical fever than at any previous time

during his connection with the Hospital. All this might be a coin-

cidence, but Dr. Dunsmure's own imjDression was that this favour-

able result was a consequence of the therapeutic measure which he

thus employed. Of course a far more extensive experience is re-

quired to establish this as a fact, and far more certain and success-

ful prophylactics may be found than the tincture of the muriate of

iron. Allow me only further to observe that if the views which I

have attempted to give you of surgical fever be in any degree cor-

rect, these prophylactics will probably consist of therapeutic means

capable of sustaining in their fullest activity the secretory and ex-

cretory functions of the system, and thus of keeping the blood itself

as free as possible from any over-accumulation within it of unneces-

sary and effete organic materials. And no doubt the greater

accumulation there is of effete matters in the blood at the time

when fever happens to be set up in the system by the imbibition of

any septic poison, the greater is the peril attending the febrile action.

This is true even when the existing effete matter is not the organic

material upon which the imbibed zymotic poison specially acts.

Smallpox, for example, scarlatina, and measles, have specific predis-

posing materials upon which these different poisons severally act.
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these specific predisposing materials being, as a general law, ex-

hausted in the economy by one attack of these special fevers. But

when the poison of any of the diseases which I have just named

enters the body of a woman in the puerperal condition, and con-

sequently at a time when her blood is temporarily overcharged with

an unusual excess of organic materials in a state of retrograde meta-

morphosis, in consequence of the rapid absorption of the involving

uterus, etc. ; then the febrile action which supervenes is usually so

extreme in its degree as almost always to prove speedily fatal.

Hence, smallpox, scarlatina, and measles, are ten or twenty times

more disastrous and dangerous in the puerperal state, than in the

common normal state of the system.

5. Purer air of Country, of Home, etc.—Among the prophylactic

measures against surgical fever, there is a series which from their

great importance I ought to have mentioned earlier—I mean all

those which are calculated to enable the patient to breathe the

purest possible air, and to burn off in the way of respiration any

excess of effete organic material which is removable l)y that channel,

and that might otherwise accumulate within the circulating system.

Surgical patients no doubt recover in greater numbers when breath-

ing the pure air of the country, than the more vitiated air of the

city, and when operated on at home, rather than in the close and

crowded wards of an hospital. I have often taken occasion to ask

of country surgeons the results of their greater operations, such as

amputations, and been astonished at the small proportion of losses

which they met with in comparison with the mortality accompanying

the same operations in our larger hospitals. Many years ago, Mr.

Wardrop, of London, published some observations, in which he

suggested that the great success attendant upon surgical operations,

in country practice, was explicable by the circumstance, that owing

to less assistance being at hand in country than in town operations,

excessive bleeding more frequently happened in the former at the

time of operating. This unintentional blood-letting was, according

to Mr. Wardrop, the cause of the greater success of country than of

town operations. In these anti-venesection days, I doubt if such an

explanation could be at all admitted ; and besides, it may be ques-

tioned, whether in these more educated days most surgical operations

are not as well and adroitly performed by those country practitioners

who undertake them, as they could possibly be elsewhere. We
know that when all precautions as to placing surgical patients in

abundance of free and fresh air are set at nought, and when many



326 SURGICAL FEVER.

are crowded together into a small ward, the worst forms of surgical

fever, with hospital-gangrene, spread rapidly among the unhappy

inmates. You can thus create and manufacture the disease almost at

will, by directly disregarding and neglecting all cleanliness and purity

of air ; and it may yet come to be a question whether we should not

give, on the contrary, our surgical patients a greater chance of

escape by changing our large hospitals into villages, and the palaces

of which they consist into cottages, than by adhering to the present

system of erecting for their reception houses built with wards above

wards. Perhaps, even, hospital wards get deteriorated by long use,

and the emptying, cleansing, and whitewashing of them from time

to time is, no doubt, a prophylactic measure of paramount import-

ance. Old surgical hospitals, and old surgical wards seldom offer

such good returns from practice as newer hospitals and newer

surgical wards.

6. Particular seasons, etc., preferable.—Under the sway of old-

world wisdom and experience, many ancient surgical authors recom-

mend all operations admitting of delay to be postponed till the

return of the more healthy seasons of the year, believing, as they

did, that the convalescence of surgical patients was more favourable

in summer and autumn than in winter and spring. Some modern

continental surgical writers still repeat the same prophylactic advice.

British surgeons, perhaps, look upon all such advice with too much

carelessness and contempt. But do not despise a single atom of

human knowledge that gives you any chance of saving a human life.

Most medical diseases are somewhat more severe, and the conva-

lescence from them somewhat more slow and unfavourable in this

country during the prevalence of the east wind. Why, when it is

avoidable, should we unnecessarily submit surgical patients to the

increased dangers of surgical fever at such times,? In some localities,

on the contrary, during particular winds, the community becomes

greatly healthier than at other times and seasons. Thus Dr. Winter-

bottom long ago stated, that in Sierra Leone and its neighbourhood,

during the blowing of the Harmattan wind, intermittent and remit-

tent fevers straightway cease, and it is impossible to spread small-

pox even by direct and repeated inoculation. Mr. Horton has con-

firmed to us the truth of these observations. The Harmattan wind

blows usually for five or six weeks. Its great characteristic is its

great dryness, for it has passed over the arid and I'ainless desert

before it reaches Sierra Leone and other parts of the west coast of

Africa. I am not aware whether surgical operations prove specially
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successful during its prevalence ; but probably it is so, as ulcers are

averred to heal rapidly during its continuance.

7. Communication by contagious Inoculation.— Surgeons have

hitherto scarcely, or indeed not at all, attended to a kind of prophy-

lactic which ought to be to them of great importance, provided

surgical fever is so analogous as I believe it to be to puerperal

fever, as to be capable of being propagated by similar means. Al-

most all English accoucheurs believe that occasionally puerperal

fever is liable to be communicated by the medium of the medical

practitioner from a patient already attacked to a person in labour,

being spread from the diseased to the healthy by the accidental in-

oculation into the latter of morbid inflammatory secretions thrown

out in the course of the disease in the body of the former. The

evidence of the truth of this fact, as far as regards the communi-

cability of puerperal fever, is, I think, cjuite overwhelming to any

unprejudiced mind ; and the neglect and defiance of it are constantly

leading to unnecessary because avoidable mortality, particularly in

the practice of continental obstetric hospitals. Do the surgeon or

his attendants, after handling the wounds of patients labouring under

surgical fever, or coming in contact with their discharges and any

zymotic poison or poisons contained in them, and immediately after-

wards touching recent surgical wounds in new patients, ever inocu-

late into these recent wounds a zymotic poison capable of stirring

up surgical fever in the new surgical patient, supposing he is other-

wise predisposed to an attack of the disease 1 I believe that surgical

fever is often enough propagated in this way, just as puerperal fever

is. Surgeons will tell you that they have occasional runs of bad

luck among those on whom they operate. In other words, they

have surgical fever occasionally in tlieir practice, and are spreading

it from patient to patient ; and ought, under these circumstances,

to do what I once heard of a distinguished English surgeon doing

—

viz. locking up his knives for some weeks. They should, like the

accoucheur, under similar circumstances, suspend their practice for

a time. Perhaps surgical fever is spread in this way in hospitals

by surgeons themselves, by dressers and nurses, to a degree that is

at present not yet dreamt of.

But prophylactic measures against surgical fever may be em-

ployed not merely before and during operations, but after them. In

all cases there is an interval between the date of the operation

and the date of the attack of the disease. This interval may be an

interval of hours, or an interval of days. During it various of the
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prophylactic measures of which I have already spoken, in the way of

ventilation, regimen, etc., require, of course, to be enforced. Above

all, the patient, as an important prophylactic measure, must be kept

perfectly quiet, and as free as possible from all excitements and

causes that could irritate either the vascular or the nervous system.

It is with this view that some surgeons, particularly after great opera-

tions, are in the habit of giving their patients a full dose of opium.

They usually content themselves with the exhibition of a single dose.

But if it is thus of use, why not keep the patient under the influence of

the drug, not for twelve or twenty-four hours only, but for some days 1

In the treatment of patients after the operation for vesico-vaginal

fistula, I have already spoken of the safety and success which attends

the practice of keeping the patient on small and often-repeated doses

of opium or morphia for a week or ten days from the time of operat-

ing. In some operations, as the operation for strangulated hernia,

this practice would surely be attended with happy results ; and in-

deed after all operations of any greater severity it would have this

beneficial result, at least, that when the drug agreed it would keep

the patient quiet and comparatively comfortable during the tedium

and ennui of the first week or so of the inevitable condemnation of

the surgical patient to his bed.

But we must hasten on to say a few words regarding

THE CUEATIVE TEEATMENT OF SUEGICAL FEVEE.

This curative treatment of surgical fever may be divided into

local and constitutional measures.

A. Local Curative Measures.

These are all so far autiiihlogistic in their object, but include

again two varieties—viz. 1. Measures directed to the primary wound

or lesion ; and 2. Measures applied to any part or organ which may

chance to become the seat of any of the secondary inflammations.

1. Local Measures at the seat of the Primary Wound.'— I have

already taken occasion to state to j'^ou that in instances of surgical

fever the primary wound does not necessarily show any special or

exaggerated amount of inflammatory action in it. In other instances

there are appearances of the wound becoming over-excited and in-

flamed, if not before the surgical fever, at all events shortly after the
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first rigor, and after the first symptoms of rise in the pulse and of

heat in the skin. Surgical fever, as I have already tried to exjdain

to you, consists essentially of a morbid or toxsemic condition of the

blood, which produces as its double and contemporaneous eff"ects,

first, constitutional fever ; and secondly, acute local inflammatory

changes in various internal organs. Again, we found that this

morbid or toxsemic condition of the blood was itself the result of

the conjoint action of two morbific causes—viz. first, the absorption

or entrance into the blood of some septic or zymotic material from

the site of the 2:»rimary wound ; and secondly, the presence in the

circulating mass of some effete or other organic matters accumulated

in the blood, and ready to be thrown by the absorbed septic material

into that state of organic decomposition, or at least, of organic

alteration, which chemical pathologists tell us resembles fermentation,

and which many of them believe to take place in all other specific

febiile diseases. This septic poison of surgical fever, we saw good

reason to believe, was certainly not simple pure pus, as many
pathologists had imagined

;
for, 1. It was sometimes formed before

suppuration had time to come on. 2. Pus was not secreted, as was

at one time supposed, by the lining membrane of veins opening u2)on

wounds, or attacked with phlebitis, and was not from thence passed

into the circulation. 3. The white globules seen in the blood of

surgical patients were not pus-globules, but the common colourless

corpuscles of the blood. 4. The white matter found in the obstructed

veins at or near the seat of primary wounds was not purulent matter,

but only decolorised, changed, and broken-down blood. And lastlj^,

I might have added, that when pure and simple pus has been injected

experimentally, and in large quantities too, into the blood of the

lower animals, it has not been found to produce the phenomena and

lesions of surgical fever. At the same time the septic poison of

surgical fever no doubt often co-exists with, and is commingled with,

the purulent and inflammatory secretions of wounds ; and possibly

may sometimes arise from their decomposition, as when pus, etc., are

long retained and confined between the lips or in the interior of a

wound ; and in experiments on the lower animals the injection of

septic and decomposing pus into the circulation has led to symptoms

during life, and lesions after death, analogous to, if not identical

with, those of surgical fever. Generally, indeed, the septic poison of

surgical fever would appear to be in some way a product of inflam-

matory action or secretion, derived either, first, from the bodies of

other affected patients, and inoculated into the recent wound, as in
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the case of the contagious communication of surgical fever
;

or,

secondly, and most commonly, formed in the site of the wound itself

by some special septic change or decomposition in the inflammatory

or organic products thrown out on the wounded surface. At all

events, surgical practitioners have hitherto used no methods of

preventing the inoculation and infection of the system from the

wound, except by keeping the wound and its site under the action

of local antiphlogistic measures. Hence, it is generally held by

British surgeons that cases of surgical fever are more rare when

wounds are treated simply with cold-water dressings, than when

they are involved in warm layers of lint, straps, and bandages, and

with healing ointments directly applied to them. Every means,

perhaps, that we can use to produce union of the whole wound by

the first intention, and prevent arising between its lips points of

suppuration, ulceration, and gangrene (phenomena that actually occur

at the site of every ligatured artery), are measures calculated to

prevent the supervention of surgical fever. I am not aware that it

ever does occur to any dangerous extent in any case of operation

where the lips of a wound adhere entirely and in every point by

primary union. When a wound shows marks of inflammation, how-

ever intense, surgeons seem usually to content themselves with

dressings of cold water, or hot poultices, changing from the one to

the other according to the feelings of the patient ; or they medicate

these applications with lead, opium, etc. ; but they seldom or never

apply any more direct local antiphlogistic measures, such as leeching,

etc.
;
though perhaps the adoption of such more active antiphlogistic

measures might sometimes be of benefit.

Before leaving this subject of topical treatment, let me observe

that probably it may yet come to be a question whether local means,

not exactly antiphlogistic, but consisting of specific prophylactic

applications to the wounds themselves, may not, under some circum-

stances, prevent the chances of septic absorption and surgical fever.

In the case of venereal chancre, this principle is constantly acted

upon to prevent the poison being absorbed, and the constitution

becoming aS'ected ; the free application of various substances to the

primarily inflamed spot or chancre being generally acknowledged as

sufliicient to prevent the chances of constitutional absorption and

taint, provided these ectrotic substances are used sufficiently early.

Some continental pathological anatomists firmly believe that they can

withstand in their own persons, and in those of their assistants, all

chances of the absorption of septic matters introduced by dissection-
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wounds of the hands, by washing these wounds with any acid, such as

vinegar, etc. They hold that the poisonous matter in cases of these

dissection-wounds is alkaline in its reaction, and is always sufficiently

neutralised and destroyed by the free local application of acid washes.

Would not applications on the same principle to surgical wounds be

sometimes successful in preventing the accession of surgical fever 1

Lotions could be easily acidulated ; and I have elsewhere tried to

show that carbonic acid gas would perhaps form one of the most

sedative, and one of the most rapidly healing applications to all

kinds of wounds and sores. To Avounds in their secondary putre-

scent or gangrenous stage, carbonic acid used to be applied by the

older .surgeons in the form of the yeast poultice ; and to the same

state of wound, solutions of chloride of zinc or lime, aqua chlorinata,

etc., are applied by surgeons in our own day. It is alleged also

that these chlorine preparations have been employed successfully in

neutralising the septic poison of dissection-wounds. In relation to

the prophylaxis of surgical fever, the question is, whether acid,

chlorinated, or other antiseptic applications employed in the first

days or hours of primary wounds, would not in some cases, and

under some circumstances, neutralise or destroy any septic poisons

in these wounds, and prevent the mischances of surgical fever arising

in patients who are the subjects of these wounds.

2. Local AntqMogistic Measures at the seat of the Secondary

Inflammations.—When these secondary inflammations light up at

some distance from the primary Avound, as in the chest, in the

synovial membrane of one of the large joints, etc., the patient is

seldom in such a state of power and strength as to bear much

antiphlogistic treatment in the way of leeching or cupping. If you

then use local antiphlogistic measures at all, you will generally find

more advantage, in the case of affected joints, by ajiplying warm
sedative lotions of lead and opium, and placing and fixing the

affected part so that it should be maintained in a state of absolute

rest ; or by employing there, and over the large cavities when

attacked, rapid and extensive counter-irritation with turpentine,

iodine, solid nitrate of silver, or chloroform. In cases of toxemic

fever, complicated with disseminated inflammations—as smallpox

—

the topical inflammations are liable, as we have already seen, to

localise themselves almost altogether upon any part debilitated by

previous inflammation or injury. Does not tliis fact afford us the

true rationale of the action of blisters in most acute inflammations,

dependent, as most of these inflammations are, upon some state of
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toxgemia 1 Would not early, free, and full cutaneous counter-

irritation localise and determine to the external surface the inflam-

matory effusions in some cases of surgical fever? There is one

condition in which antiphlogistic measures are sometimes pushed

further in surgical fever—viz., where, as in our first patient, inflam-

matory action springs up on the general surface of the peritoneum

after operations on the pelvic or abdominal organs. In tliis instance

there seems a general belief that we may sometimes safely and

successfully push our local antiphlogistic measures, as leeching,

counter-irritation, etc., to an extent that would do harm rather than

good to secondary surgical inflammations under other circumstances.

In such a complication at the present day, general bleeding would

scarcely be dreamt of. But yet, as I have shown you in another

part of our course, in the analogous peritonitis of lying-in women,

Dr. Armstrong and Mr. Hey were so wonderfully fortunate as only

to lose nine cases out of eighty-nine, or one patient in ten, in

epidemic puerperal fever, by adopting this practice at the very first

commencement of the malady.

B. Constitutional Curative Measures.

B. Constitutional Measures.—For only one type of fevers

—

viz. intermittent fevers—have we aught to wield in the way of a

specific ; for to their poisonous influence, as you know, quinine and

arsenic are antidotes almost as certain as any that we have in

toxicology. On the other hand, against surgical and other forms of

fever, medicine has, as yet at least, nothing whatever that is specific

to offer. Most or all of these fevers have a tendency to run through

a determinate and definite course, and if we can keep our patient

alive, and without any mortal damage amidst the internal machinery

of the body, till that course is terminated, his life is preserved. To

attain this fortunate end, we have generally a number of secondary

indications to follow. Let me attempt to point out to you briefly

what these indications chiefly are in the special case of surgical

fever.

First Indication.—To obtund and reduce the irritability of the

Nervous System.—Perhaps opium, in some form or another, is the

di'ug that, on the whole, is most frequentlj"- used in the treatment of

surgical, and its analogous disease, puerperal fever. It is especially

had recourse to whenever any of the concurrent secondary local in-

flammations are particularly severe, and give rise to mucli pain and
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distress. Under these circumstances, there is sometimes almost

apparently a tolerance of this remedy ; and then it seems to act as

a general supporter and stimulant, while by obtunding the nervous

system it saves the patient from the depressing and dangerous

effects which mere local pain produces upon a febrile patient. Even

when there are few marked symptoms of local inflammation in the

disease, if the patient bears opium well, and without sickness and

vomiting, he may be kept under its influence for days in a passive

and vegetating state, if we may so express it, while the disease runs

through its course and comes at last to a favourable end. When
given in surgical or puerperal fever, opium should be exhibited, not

in large doses every twelve or twenty-four hours only, but in re-

petitions of small doses every few hours, so as to maintain a steady

narcotic action. In this way you are certainly not so liable to pro-

duce that sickness and vomiting which unfortunately drives us too

often from the continuance of this plan. Dr. Kelly, Dr. Clarke, and

other American practitioners, have carried out the plan itself to an

extent never, I believe, attempted by European practitioners
;
and,

it is averred, in some bad and almost desperate cases of puerperal

fever with the highest success. They give the opium in repeated,

but at the same time in such large doses, as to affect even the respira-

tion of the patient, and to reduce, and keep reduced, the respiratory

movements eight or ten times below the natural standard. In some

instances they have kept the patient in this state for days, and

till the feverish action was worn out. Of course such treatment

would require great care, and constant watching of the patient.

Other narcotics besides opium, as belladonna, henbane, etc., have

sometimes been tried, particularly where opium unfortunately dis-

agreed with the patient ; but none of them have proved equally

beneficial.

Second Indication.—To suhdiie the Excitement of the Heart and

Vascular System.—This indication looks far too mechanical in its

principles, though it is a well-known fact that great excess of raj^idity

in the movements of any machine is always dangerous, as being

liable to damage and ultimately break down its mechanism. As,

however, the over-excitement of the heart and vascular system in

surgical fever principally results from the irritation of the morbid

materials contained within the blood itself, the indication I allude

to might be, perhaps, most correctly referred to our next head—viz.,

the artificial elimination of these morbid materials from the circulat-

ing system. But I speak of it as a separate indication, because in
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reality various medicines have been proposed and used with the view

of reducing the rapidity of the pulse, some of which are eliminatory

in their action, and others not. Colchicum and digitalis, for example,

have been employed ; and both of them exert a depurating action

# through the kidneys, as well as a direct depressing action upon the

heart. One medicine has of late been supposed to produce this

sedative effect on the heart, without exerting any other appreciable

therapeutic action. I allude to aconite, a strong tincture of which

has been employed by various European surgeons in surgical fever

;

but it is difficult to regulate it in its effects, and in many persons it

produces an almost dangerous and depressing effect, even in very

small doses. Some of our American brethren have latterly been

using extensively, in febrile, inflammatory, and nervous diseases, a

new and potent drug belonging to this class— viz., the veratrum

viride. Its effects have been described by Dr. Osgood, Dr. Nor-

wood, Dr. Barker, and other practitioners. They tell us that they

find that by exhibiting in repeated doses a concentrated tincture of

the veratrum viride, they can reduce the pulse and keep it reduced

with a certainty and to a degree which can be effected by no other

drug. Dr. Barker and others have published cases where they have

thus brought down the febrile pulse in a few hours from 140 beats

to 80, 60, or less in the minute, and kept it at will at this lower

standard. It is a drug altogether which is certainly entitled to the

strong attention of European practitioners. And it is not merely

an arterial sedative. It is at the same time apparently a powerful

depurant, stimulating the action of the skin, kidneys, and secretory

functions generally. It has been successfully used as a depurant in

active gout and rheumatism, instead of colchicum. The veratrum

viride is an American plant ; but I think, from what I have seen,

that we may fulfil the same therapeutic indications with the species

which is in all our European pharmacopoeias—the veratrum album.

As the different species of cinchonas depend for their therapeutical

effects in ague, etc., upon their all containing one and the same

principle—namely, quinine—so in all likelDiood the different species

of veratra depend for their therapeutical effects upon a principle

common to all members of the genus—namely, veratrine. Many of

the old Greek physicians trusted often in chronic diseases, as Are-

tseus, Oribasius, and others tell us, to a course of hellebore after

they had failed in curing their patients by other plans of treatment.

The researches of Dr. Adams leave little or no doubt that the white

hellebore preparations of the Greeks were derived from the veratrum
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album. It will be curious if, in the cyclical changes to which medi-

cine is even subject, we now turn back after 2000 years to the

ancient " helleborism," or hellebore cure of Hippocrates and his

successors. Tliey had recourse to it, however, principally in chronic

aifections, as insanity, epilepsy, neuralgias, dropsies, etc. American

practitioners have, on the contrary, been using the veratrum viride,

or American hellebore, as Dr. Wood terms it, principally in acute

diseases, as in pneumonia and other forms of inflammation, in puer-

peral and other forms of fever. Let me allude to one other drug

before leaving the present indication. Chloroform when given in

full doses, either by inhalation or by swallowing, depresses and

brings down the rate of the pulse. In any surgical patient operated

on under a complete dose of this drug, you will find the pulse sunk

from 90 or 80 to 70, 60, or less. I have taken advantage of this

action of chloroform in some instances of disease. The first case I

used it in was the following :—A lady, whom I saw with Dr. Scott

of Musselburgh, was attacked with peritonitis after abortion. The

peritonitis was so very acute and severe, and all the accompanying

symptoms so very formidable, with a weak and scarcely perceptible

pulse racing above 150, that I had little or no hopes whatever of the

patient surviving. At her own request, to relieve her from her great

abdominal pain, she was placed under the influence of chloroform
;

and when so, Dr. Scott and I found the pulse sank down to 100 or

less, and became stronger and steadier. We found further, that, as

long as the action of the chloroform continued, the pulse continued

thus greatly lowered in rate, and improved in power. Hence we

agreed to keep her for a time continuously under chloroform ; and

in consequence of the evident good results, she was retained upwards

of sixty consecutive hours under its influence. By the end of that

time the great abdominal tenderness and tympanitis wei'e almost

entirely reduced, and the patient in an infinitely more satisfactory

and hopeful state than when she first breathed the chloroform. The

pulse never rose again to any very high rate ; and all danger was

over. But you cannot obtain the same beneficial and sedative influ-

ence upon the excitement of the heart from chloroform in all patients

;

or, to state the fact more correctly, you will find it difiicult in some,

and impossible in others, to regulate its dose so as to keep up its

continuous depressing action on the heart, without sickness, vomiting,

and other symptoms, coming on in such severity as to force you to

leave off its use and have recourse to other means and other indica-

tions of treatment.
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Third Indication.—To depurate the blood.—This, doubtlessly,

would be by far the most important indication of all, if we had the

means of fulfilling it with anything approaching to perfect certainty

and accuracy. As it is, we constantly try to accomplish this indica-

tion in practice in surgical and in other fevers, and by a variety of

means and channels. There are various channels in the economy

by which superfluous and deleterious matters are thrown off from

the blood. Some may be thrown off by the skin by the use of

diaphoretics, or excreted through the intestinal canal and chylo-

poietic viscera by purgatives and mercurials. Perhaps a combined

antimonial and ipecacuanha emetic is one of the most powerful

depurants, and most powerful alteratives too, which can be employed

in the earliest stages of febrile action. Occasionally it will prevent

or cut short an attack of continued fever, for instance ; and in some

varieties and types of puerperal fever it seems to act most benefi-

cially. After a surgical operation leaving a large wound, many

would fear giving an emetic lest the consequent retching and suc-

cussion of the body would too much disturb the wounded part ; but

the same objection does not hold good in reference to rigor and other

commencing symptoms of surgical fever following any of the minor

forms of surgical operation.

Hitherto two emunctories— the skin and intestinal mucous sur-

face—have been chiefly used as artificial eliminatories by medical

practitioners in most forms of fever ; and preparations of antimony,

calomel, various aperient and diaphoretic salts, and various vege-

table purgatives, have been long used, and still are used, in endless

combinations, with this intention. But, perhaps, there are other

channels of elimination of as great, if not still greater, practical

value. Much of the effete carbonaceous matter of the body in a

state of health is eliminated or burned ofl" at the lungs ; and in

some diseased conditions any excess of such matters might probably

be got rid of in the same way, provided we were acquainted with

some means of exciting this elimination artificially. But the subject

has not yet, so far as I know, excited in any sufficient degree the

attention of therapeutic inquirers
;
though we have ample evidence

to show that various medicinal and poisonous substances when intro-

duced into the body are exhaled, in part at least, from the pulmonary

mucous membrane. Most of the nitrogenous excreta from which the

blood requires constantly to be cleared pass out of the system through

the kidneys. This remark holds true of the body in health : and,

perhaps, it holds equally true of the body in disease. And when
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we remember that a large part of the morbid materials liable to

be accumulated within the blood in febrile and other diseased con-

ditions are highly azotised, the importance of the renal organs as a

channel for the depuration of these morbid materials at once be-

comes evident. In fact, in the treatment of surgical and some other

forms of fever, " renal purgatives," if we may use such a term, thus

become in practice more important even than intestinal purgatives.

We have various medicines that can with more or less certainty

depurate the system by increasing the eliminative activity of the

kidneys. In surgical, and still more in puerperal fever, some elimi-

native diuretics have acquired great reputation in the hands of

various practitioners from empiric observation only, and without

their mode of action being considered. Let me merely enumerate,

as a specimen, acetate and nitrate of jiotass and other diuretic alka-

line salts, spirits of nitric ether, colchicum, oil of turpentine, and

tincture of the muriate of iron ; which last drug has sometimes

appeared to me under these circumstances to act both as an ex-

cellent renal purgative, and in part also to fulfil the next indication

for treatment which I have to speak of, viz.

—

Fourth Indication.—To svstain the vital jjotvers of the patient hy

stimulants, etc.—As surgical fever advances to its height, this always

becomes a most clamant and important indication. Sometimes,

under apparently the most desperate circumstances, the steady and

methodic use of stimulants will enable you to pull your patient

through. You are not utterly to lose hope of doing so in almost

any case, unless, what too often happens, the stomach becomes so

irritable as to reject all sustenance in this way. This irritability

may be sometimes cured, and still more frequently prevented, by the

free and frequent swallowing of small pieces of ice, a drug not

entered in the pages of the pharmacopoeia, but one more useful in

reducing febrile action than the thousand medicines that are to be

found in our apothecaries' shops. Be assured also that by far the

best and most manageable form of stimulant is wine or brandy ; and

do not run the risk of upsetting the patient's stomach and losing

your last chances of saving him by having recourse to lengthy medi-

cated mixtures and prescriptions as stimulants. If you add any

form of nutritive material to the stimulant, let it be of the simplest

kind, as the whites or albumen of three or four eggs beat up in half

a tumbler of cold water ; M'hich at once makes a nutritive and by

no means disagreeable drink.

The time of commencing the stimulating treatment is to be regu-

VOL. HI, Z
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lated by two circumstances,—by the patient's strength beginning to

fail, and by the good effect or the reverse of the first dose or two

upon the patient's pulse, and other symptoms. If an error is com-

mitted in regard to the time of their exhibition, that error, I think,

is oftener that tliey are begun too late than too soon. Some patients

benefit by them from a comparatively early stage ; nor does their

employment prevent or counteract the effect of almost any of the

other sets of remedies which I have mentioned. They may be used,

for instance, along with opium or the various depurants, as alkaline

salts or the muriate of iron ; and sometimes those medicines that

reduce the excitement and rapidity of the heart do not appear to

exert their specific influence till they are combined with some amount

of stimulant. Thus my friend, Dr. Barker, in some of his interesting

published observations on the veratrum viride, remarks, that while

it will most surely reduce the quickened pulse of inflammation and

irritation, " its use is not incompatible with that of stimulants.

Experience has abundantly demonstrated the truth of this apparent

paradox. One patient who recovered took, every hour for two days,

one ounce of brandy, and three to ten drops of the tincture of vera-

trum viride, the quantity of the latter being determined by the

frequency of the pulse, which was never allowed to rise above 80

per minute, although it sometimes fell down to 40. In another case

the veratrum viride did not seem to produce any effect on the pulse,

which remained steadily above 130, until the condition of the patient

was such that I decided to give brandy. After the first ounce was

given, it fell to 108; after the second to 86. Continuing the

brandy, the veratrum viride was suspended for a few hours, and the

pulse again rose to 130. After this," adds Dr. Barker, "it was

curious to note the fact that, if either agent was suspended, the pulse

would rapidly increase in frequency, while under the combined influ-

ence of the two, it was kept below 80 per minute."
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LECTURE XXL

ON PHLEGMASIA DOLENS.

Gentlemen—I wish to speak to yoii to-day of a disease that is by

no means infrequent among puerjieral women, and which has been

treated of under many different designations. It has been named

Phlegmasia Alba, Phlegmasia Alba Dolens, (Edema Lacteum, White

Leg, and, finally, Crural Phlebitis. I "wish to direct your attention

to this subject now, because some of you have had an opj^ortunity

of observing it in a case in our ward, where the disease jiresented

itself in an unusual form, and with some peculiar modifications.

Let me first of all read to you the history of the case, as it has been

drawn up for me by my clinical clerk :

—

" E. A., aged 40 ; admitted February 7, 1859 ; married nineteen years. Has
had five living children, and tliree miscarriages. Tlie last miscarriage occurred

nearly two years since. The last child (a girl stillborn) was boi-n on January 3 of

this year. Her labour was a tedious one, and was attended during its first stages

by a considerable amount of hemorrhage ; but she had no flooding afterwards, and

states that the lochia have been very scanty, as also the mammary secretion. She

remained comparatively well until the thirteenth day after delivery, when she first

noticed a tenderness of the popliteal space behind the left knee, which tenderness

gradually increased in extent towards the ankle, but did not aft'ect the thigh.

The leg below the knee began to swell, and at last became tense and painful on

all sides. A discoloration of the back of the leg now began ; and the veins over

the calf and towards the ankle became hard, tender, and swollen. Fomentations

were applied to the part, and bran poultices as soon as the swelling began to

appear.
'

' The first day on which the swelling and discoloration were noticed she was

affected with rigors two or three times a-day, and these have continued ever since.

She has had no pain in the right leg, back, or groin. She is unable to keep the

left leg straight. The swelling and inflamed veins extend from the popliteal space

to within two inches of the ankles
;
very tender. The foot pits slightly on pres-

sure ; bowels costive
;
appetite had

;
pulse 120. Sleeps pretty well ; has an

anfemic appearance. No tenderness over the abdomen. To have hot fomenta-

tions constantly applied to the part, and tinct. ferri muriatis, gutt. xx. thrice

daily. Passes plenty of urine.

"February 10.—Complains of great pain in the calf of the leg, frequent

rigors and sleeplessness. Bowels very costive. To have a dose of aperient medi-

cine occasionally. There is a feeling of fluctuation about the centre of the dis-

coloration, and great tenderness on pressiu'e. To continue the fomentations.
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"13th.—An incision was made into the suppurative swelling, and more than

sixteen ounces of pus escaped, mixed with a little blood. To continue the foment-

ations.

" 15th.—The discharge of pus still continues ; the pain has disappeared, hut

there is still great tenderness on pressure, and inability to extend the leg.

Ordered, ferri et quinse citratis gr. ij. ter die. Pulse 89.

" 22d.—The suppuration has ceased almost entirely, and but little tenderness

remains, except at the upper part of the swelling, near the popliteal space. To

have bandage and water-dressing.

" March 8.—Patient continues to do well ; the pain, swelling, and tenderness

are rapidly disappearing. Has had no rigors for eight days, but complains of

much weakness. To take potassse chloratis 5ij-) aquae bullientis gij-) ^ table-

spoonful three times a-day ; and tiuct. ferri muriatis, gutt. xx.

" 15th.—The external wound completely healed."

Symptoms and Diagnosis.

The disease of which this is a modified instance has long been

well known to the profession, and has formed the subject of many

valuable essays. It consists of a general, tense, white, elastic, hot

and painful enlargement or swelling, occurring in one or other of the

lower extremities, most frequently in the left. In three out of every

five cases it is the left leg that is first or alone affected. This in-

tumescence of the limbs is usually preceded by marked febrile symp-

toms ; at least, in more than one half of the cases of phlegmasia

alba dolens which come before you, you will find that your patient

has had pain and a rapid pulse, and all the usual phenomena of

fever before the swelling of the leg set in, and in many the disease

only comes on after a previous regular attack of puerperal fever.

But, on the other hand, you will meet with a few cases where there

will be no apparent premonitory febrile symptoms, and the affection

of the leg will be the first condition to attract your notice, and to

alarm your j^atient. In some cases this swelling that I speak of

begins high up in the extremity, at the upper part of the thigh, and

then goes downwards ; in others again, and more frequently, it

appears first of all lower down, on the back of the foot or in the

calf of the leg, and progresses upwards to the thigh. In one patient

in the ward it was limited to the lower portion of the extremity,

and in this respect was peculiar. Perhaps the symptom of the dis-

ease which is usually first complained of by the patient, is pain in the

calf of the leg. There is in most cases no swelling at first until

such pain has been felt ; but after this has lasted for some time, the

swelling begins, and goes on steadily increasing till the limb has

become greatly enlarged, it may be to double its normal size. The
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skin gets more and more distended, and becomes white and glisten-

ing (and hence the designation phlegmasia alba), and this distension

generally goes on to such a degree that at last the skin will scarcely

pit on pressure. Indeed, this elasticity of the skin is one of the

marks of distinction between this aifection of the leg and ordinary

anasarca ; for in this last the skin readily receives and retains the

impression of the finger. In nearly every case of phlegmasia dolens /

there is at first an increase in the temperature of the affected limb,
j

sometimes to a very considerable degree. Then there is a loss of all

muscular action in the limb, which lies stiff and motionless. While

there is thus a decrease in the motory powers amounting to a kind

of scmi-paralysis, there is an increase in its sensory power leading to

pain, occasionally limited in locality and not severe in degree ; but

in other cases so great as to cause much .suffering, and to render

the disease in its truest sense a phlegmasia dolens. The affection is

not always confined to the limits of a single limb, for not unfre-

quently it attacks both legs simultaneously
;

or, after having shown

itself for a time in the one, it may extend secondarily to the other

also. Phenomena precisely resembling those that I have been at-

tempting to describe are occasionally met with in other parts of the

bodies of j^uerperal patients. I have seen the disease attack one of

the upper extremities and prove fatal. Much attention has been

bestowed upon the condition of the lochial discharge in the case of

patients aff"6cted with phlegmasia dolens. In some instances the

discharge has been found to be very fetid, and in many it ceases

altogether when the disease sets in, or when it has become estab-

lislied ; but occasionally no noticeable variation can be detected.

Then, as regards constitutional symptoms, you will find that the

pulse is rapid, and generally, at the same time, small and feeble

;

commonly the tongue is white and moist ; the face presents a pale,

chloi'otic appearance ; the urine is muddy, with an abundant deposit

of lithates ; and perspirations are apt to be frequent and profuse.

The disease is not confined to females in the puerperal state, but has

been found to occur in connection with, various diseased conditions,

as cancer of the uterus and mamma. I have seen it produced by the

ligature of a uterine polypus, etc. In some rare instances it has been

met with also in men, as after continued fever ; after lithotomy ; in

cases of phthisis. When occurring in connection with parturition,

the period of its attacks may be very various, as shown by the

tables of Dr. Lee, who found that out of twenty-two cases the disease

began in eight of them between the fourth and fourteenth day after
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the termination of labour, while in fourteen it did not set in tUl after

the second week. The symptoms usually begin to abate in about

ten days from the commencement of the disease ; but they rarely

disappear until after a fortnight, and in some cases they remain

even for a longer period. Even after the essential phenomena of

the disease have been dispelled, however, there may result various

morbid conditions, such as tumefaction and debility of the limb,

thickening or induration of the cellular tissue, and a varicose state

of the superficial veins, which may retard the convalescence of the

patient for an indefinite period. In many the affected limb remains

weaker, and occasionally somewhat more swelled than the other

limb, for years, or even for life, the circulation through it never

recovering its perfect freedom and force. In a case where both legs

were affected, and probably the lower part of the vena cava

obstructed, the patient told me that in bathing, the lower half of

her body always became so discoloured as to form a strong contrast

with the upper half. In some rare cases gangrene of the limb has

ensued; and you have an instance of a more common, but still

rather rare complication, in the case of the patient in the hospital,

in whom an abscess formed in the leg, and gave rise to a long-con-

tinued purulent discharge.

Pathological Anatomy and Pathology.

Passing over many points which have given rise to much
discussion, not always of a very high practical import, let me just

state briefly, with regard to the pathological anatomy of phlegmasia

dolens, that obstructive inflammation of the veins of the aff"ected

limb is one of the phenomena most constantly observed on post-

mortem examination. In 1823, the late Dr. Davis, Professor of

Midwifery in University College, London, published some cases in

the Transactions of the Medico-Chirurgical Society, in which he had

found the femoral and iliac veins impermeable and filled with firm

coagula of blood. Shortly afterwards, Bouillaud published some

similar cases ; and since then, Velpeau and others have frequently

observed and recorded the occurrence of obstructions of those

particular vessels. In 1829, Dr. Lee pointed out that the femoral

and iliac veins were not the only vessels in which the obstruction and

inflammation occurred, but that the venous inflammation commences
in the uterine branches of the hypogastric veins, and subsequently

spreads from them into the iliac and femoral trunks of the afi'ected
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limb. Some cases have been observed, on the other hand, by-

Casper, Rigby, Fraser, Smeets, Jacquemier, and others, where in

patients dying of i)hlegTiiasia dolens, no morbid change or obstruction

coukl, it is averred, be detected in the femoral or other larger veins

of the affected extremity. " Many authors of modern times,"

observes the late distinguished obstetrician, Professor Kiwisch of

Wurzburg, " have, as well as myself, found the veins perfectly!

healthy in cases of the most strongly-marked phlegmasia dolens."

Hamilton and Eamsbotham have paid particular attention to the

swelling and inflammation of the lymphatic glands, which is not un-

frequently to be found in such cases, and to which they attributed

the swelling of the limb, and most of the other symptoms ; while

Bouillaud and others have laid more special stress on an inflamed

state of the lymphatic vessels as an essential anatomical condition of

the disease. Duges, again, averred that he had discovered the

nerves of the aff"ected limb to be altered and inflamed
;

Albers,

Hankel, and Siebold, maintained that it was primarily a disease of

the nerves of the extremity ; and Dr. Burns published some cases, as

cases of puerperal neuritis, but more, perhaps, from the intense pain

which attends the disease in some instances, than from any

particular pathological change in the nervous cords. In many

cases, at all events, where very great pain has been experienced in

the course of the disease, there has been no corresponding ana-

tomical alteration of the nerves discovered after death.

Various opinions have been entertained at difterent times as to

the pathological nature of phlegmasia dolens. It is unnecessary for

me to do more than merely mention to you some of the principal

hypotheses.

1. Eeieiition of the Lochia.—Mauriceau believed that tlie disease

depended on a suppression of the locliial discharge, and a subsequent

determination of it to the aftected limb.

2. Metastasis of Milk.—In his first Memoir on Lacteal Deposits,

Puzos ascribes all the phenomena observed in cases of phlegmasia

alba to a deposit of milk in the part ; and Levret, in referring to

such cases, accepts and indorses the doctrine of Puzos, that the

disease is essentially due to a metastasis of milk. This opinion was

more commonly received than the former, and a supposed confirma-

tion of it was derived from the lact, that Avhen the limb was

punctured a turbid serum was occasionally drawn ofi', which in some

degree resembled milk ; but, on the other hand, the serous fluid

which escapes is most frequently, perhaps, quite clear at first, and

afterAvards coagulates like the ordinary serum of the blood.
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3. Bupiure of Lymphatic Vessels.— In the beginning of this

century Mr. Trye of Gloucester wrote an essay on the subject, in

which he attempted to prove that the phenomena of the disease

were all to be traced to a rupture of the lymphatic vessels at the

brim of the pelvis, allowing of the escape of lymph into the cellular

tissue, and its gravitation downwards into the limb.

4. Obstruction of Lymphatic Vessels and Ghnds.—Dr. White,

on the other hand, tried to show that the disease was due to an

obstruction in the lymphatic vessels and glands, leading to an

accumulation of the fluids below the obstructed part.

5. Inflammation of Lymphatic Vessels and Glands.—According

to a fifth theory, which numbered among its supporters such men as

Ferrier, Gardien, Capuron, Hamilton, etc., phlegmasia dolens con-

sists essentially of an inflammation of the lymphatic vessels and

glands of the diseased limb.

6. Phlebitis.—I have already mentioned to you that Dr. Davis

had pointed out the frequent occurrence of crural phlebitis in

connection with this disease. The conclusion to which his observa-

tions led him was, that the obstruction of the principal vein of the

limb was its essential phenomenon ; and many eminent authorities

have held the same doctrine, differing only in this—that some have

maintained with Davis that the phlegmasia was due to inflammation

of the femoral veins ; while Lee and others have held that the

disease originated in the uterine and hypogastric vessels.

7. Iiifiammation of all tlie Tissues.—Hull, Dewees, and others,

finding it difficult to account for the phenomena of the disease by

the affection of any particular texture, came to regard it as an

inflammation of all the textures of the limb. Lastly, seeing that

no one of the local manifestations of the disease, nor all of them

combined, sufficed to explain its nature and peculiarities, attempts

have been made by some authors to trace the

Origin of Phlegmasia Dolens in Blood-Disease.

In 1844, M. Bouchut first expressed the opinion that phlegmasia

dolens was due not to a primary inflammation of the veins, but to a

coagulation of blood in them resulting from some peculiar change in

the quantity of the constituent elements of the blood, which rendered

it specially liable to become coagulated. But it is to the observations

and investigations of Dr. Mackenzie that we are indebted for the

first distinct enunciation of the doctrine, that primarily phlegmasia
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dolens is a blood affection, and the confirmation of it by careful ex-

periment and research. Indeed, Dr. Mackenzie's admirable essay

on The Pathology of obstructive Phlebitis, and the nature and p-oximate

cause of Phlegmasia Dolens, is one of the best experimental mono-

graphs which we possess on any subject in obstetrics. In that essay

he shows, first of all, from experiments on the lower animals, that

while simple obstruction of the crural veins will readily produce,

as has been long shown, a certain degree of oedema in the limb

below the obstructed point, yet that it is not in itself sufficient to

give rise to all the phenomena essential to a case of phlegmasia

dolens. For the phenomena of that disease are not confined to the

mere effusion of a serous fluid into the cellular tissue of the limb,

such as may occur in any case of anasarca
;
but, as I have already

told you, the cedema, which is much greater in degree than you ever

find resulting from venous obstruction, is complicated with great

tension and exalted temperature of the diseased member, usually

with increased sensibility and pain in it, and frequently also with

more or less complete paralysis. Various experimenters have tied the

femoral vein, and have succeeded in producing obliteration of it in

many different ways, but without producing any of the peculiar

phenomena of phlegmasia dolens. No increase in the heat of the

limb has resulted, and no tension, tenderness, or impaired mobility

;

nothing further than a slight degree of cedema, partial and passing.

Then, after sliowing that obstruction of the femoral vein by

means of a ligature is not sufficient to produce j^hlegmasia dolens,

Dr. Mackenzie goes on to prove that the excitement of inflammation

in that vessel, and the production of coagula in it of some extent,

are likewise incapable of producing the peculiar phenomena of that

disease. In this set of experiments the veins were subjected to a

considerable extent to the effects of a compressing agent, or had

some hitherto unexplained changes set up in their walls by the in-

troduction of pieces of bougie into their interior, or the application

of a solution of nitrate of silver. Take the last of these morbific

agencies as the means for making the experiment, and what results

are obtained 1 The femoral vein is ligatured at a certain point, and

an opening being made above it, a ^^iece of lint steeiDed in a solu-

tion of nitrate of silver is applied to the whole interior of the veins

to a certain distance. The blood is allowed to return immediately,

and the opening in the vein closed up. Tlie animal gets a little

cedema of the limb—the usual result of venous obstruction, but it

has none of the characteristic symptoms of phlegmasia dolens. After
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death, the vein is found to be filled throughout an extent corre-

sponding exactly to the extent of surface to which the irritant had

been applied, with a coagulum of blood, or rather with a mass of

firm blood in the condition which, in his late able treatise on the

pathology of the blood and blood-vessels, my friend. Dr. Wise, has

described as consolidated, from the circumstance that no separation

has occurred between the serum and fibrine of the blood during the

progress of this " consolidation," but the whole commingled elements

of the blood have contributed to the formation of this solid plug.

This consolidated blood is in such a state as to show that the change

had begun in it immediately after the application of the irritant
;

and yet that application was so rapid, and the blood was allowed to

return so quickly, that there was no time for the development of in-

flammation in the walls of the vein, or, at all events, of such a de-

gree of it as would account for this remarkable and sudden change

in the blood. And, mark you, the experiments of Virchow, Meinel,

and others, all go to prove that the lining coat of the veins is in -

capable of undergoing any of the higher grades of the inflammatory

process, or of giving out on its free surface any of the usual inflam-

matory products, such as coagulable lymph or pus, and that the

only changes of this kind which it is capable of undergoing are

such as tend to its mortification and destruction. In the description

which some obstetricians have given of false membranes and pus in

the interior of the femoral and other veins in phlegmasia dolens,

they have mistaken for these products, on the one hand, the

sphacelated interior coat of the vessel, or the firmer layer of con-

solidated blood seen on the outer surface of the obstructing plug
;

and, on the other hand, the broken-down, decolorised, and disinte-

grated blood seen in the interior of the plug, where the process

of softening first commences, and which presents an appearance

that might readily lead to its being mistaken for pus. When,

then, in the lower animals, obstruction is produced in the largest

veins of a limb, either mechanically or chemically, and their cavity

becomes filled up with clots of consolidated blood, a certain degree

of oedema is produced in the limb below, but it never becomes the

seat of over-distension, exalted temperature, or paralysis. In other

words, obstructive phlebitis confined to the large vessels of a limb

does not suflSce for the production of a phlegmasia alba dolens in that

extremity.

The conclusions derived from experimental investigations are

only further confirmed by the clinical observation of those rather
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rare cases where the larger veins of a limb have become the seat of

a distinct degree of inflammation during life, and have been found

after death to be filled up and occluded by a mass of consolidated

blood. I show you a preparation of obstructed aorta and iliac and

femoral arteries which will give you some idea of the general appear-

ance of these obstructing plugs of consolidated blood, and which was

taken from a lady who had suff"ered for some time from obstructive

disease at the orifice of the aorta, and in whom the aortic valves

were found to have been covered with a mass of warty excrescences,

or vegetations. During the puerperal month, some of these ex-

crescences had got loosened and detached from their seat, and being

carried along in the circulating fluid, they passed through the aorta

and became arrested and impacted, some of them in the femoral

arteries, and others higher up in the iliac arteries and at the bifur-

cation of the aorta. In all of these vessels, but cliiefly in the left

femoral artery, they gtive rise to the usual eff'ects of such emboli

—

viz. first, to obstruction of the vessel and the formation of a coa-

gulum to some distance, and secondly, to inflammatory changes in the

arterial coats. But in this case the mischief went farther, and the con-

tiguous femoral vein became the seat of a secondary inflammation, in

consequence of which its walls were thickened and its calibre came

to be obstructed with consolidated blood to the extent of two inches

just below Poupart's ligament. Was there any symptom of phleg-

masia dolens developed here 1 Not at all. There was nothing in

the least degree approaching to phlegmasia dolens ; and the patient's

symptoms were carefully watched throughout by Dr. Moir and

myself. Such a case proves distinctly that there may be a large

coagulum in the principal vein of a limb, obstructing its course

eifectually and extensively, without giving rise to the iihenomena of

phlegmasia dolens, and that to produce this disease something more

is necessary besides a simple crural phlebitis.

But, on the other hand, when means were taken in the experi-

ments made upon animals to produce coagulation or consolidation of

blood not only in the largest veins of a limb, but also in a number

of their branches of the liiird or fourth order of size as well, then

something more than mere oedema resulted, for the heat, swelling,

tension, and paralysis, characteristic of phlegmasia dolens, all became

developed in a very marked degree. Consolidation of blood, then,

in the whole plant of veins coalescing to form the tributaries of the

femoral gives rise to the development of phlegmasia alba dolens to

an extent corresponding to the number of vessels in which the con-
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solidation of blood has been effected. Observation of the effects of

obliteration of the veins in the human subject leads to the same

conclusion. As in the experiments on the lower animals, so in man,

obstruction of the femoral vein alone does not suffice for the produc-

tion of phlegmasia dolens ; while obstruction of a large number of

its primary constituent branches is always attended by the develop-

ment of phenomena precisely similar to, if not identical with, those

which we regard as pathognomonic of phlegmasia dolens.

Still the question remained as to what it was that could lead to

the consolidation of blood in the veins to the extent usually ob-

served in this disease. To solve this question, Dr. Mackenzie, after

having first shown that the extensive obstruction of the veins neces-

sary for the development of the characteristic phenomena of phleg-

masia dolens was not producible by merely local causes, such as

injury or inflammation of these vessels ; and that simple irritation

of the lining membrane of the veins was alone sufl&cient for the pro-

duction of such an amount of obstruction—after settling those two

points, I say, Dr. Mackenzie proceeded to make another series of

experiments in order to ascertain the effect of the direct introduc-

tion of various irritating matters into the circulating fluid. Lactic

acid was the agent from the injection of which he obtained the most

definite results ; and by throwing some of this fluid in a dilute

form into the femoral vein above a ligatured point, he found that

coagulation of the blood was produced for a considerable distance

towards the centre of the circulation, involving in some cases a con-

siderable extent of the vena cava inferior, and producing a corre-

sponding degree of obstruction in these vessels. When the animals,

on which such experiments had been made, were killed at a suffi-

ciently early period, however, it was found that the process of

consolidation had begun in the surface of the column of blood in

contact with the venous wall, and that it had not taken place

simultaneously in the entire column within the vessel ; thus showing

that the action of the irritant had been primarily upon the interior

of the vessel, and through this, secondarily, upon tlie blood. But the

effect of the lactic acid was not confined to its action on those vessels

with which it first came into contact. Its action upon the interior of the

veins immediately above the point of its introduction was, of course,

strongest and most direct, because it was applied to them nearly pure,

and but slightly diluted by admixture with the blood, on which it

seems to have exerted no immediate influence ; and by the time that

it arrived at the upper portion of the inferior cava (in the case of its
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injection into the femoral vein), the poison had become so dihited

and dispersed through the mass of the circuLating fluid that its

action on the vascuhar surfaces over which it passed was rendered

impossible, from the rapidity with which it was hurried along

through the heart and arteries in its now less concentrated con-

dition. But the effects of the irritant reappeared so soon as it was

carried to a point in the vascular system where the circulation was

less rapid, and where it was thus allowed to I'emain for a longer

period in contact with the interior of the vessels ; and as the flow of

the blood was necessarily retarded in the plant of veins contriliuting

to the formation of those large vessels in which the first action of

the poison in its undiluted form had led to the primary obstruction,

it was precisely in these tributary veins that it was detained for a

length of time sufficient to enable it, in its now diluted form, again

to exert its irritating influence upon their inner wall, and so to lead

to a second consolidation of the blood and obstruction of the vessels

containing it. These secondary obstructions were not entirely con-

fined, however, to the vessels behind those primarily obstructed
;

they were repeated at all points Avhere the circulation was weakened

or retarded by other means, as, for example, by ligaturing of a vein.

But in all cases where lactic acid was injected, let us say into the

right femoral vein, and obstruction of the veins above was produced,

obstruction was also found to have resulted in the smaller veins of

the same thigh and leg, to such an extent as to lead to the develop-

ment in it of all the usual symptoms of phlegmasia dolens. I would

beg here again to remark, that it seems essential for the production

of this disease that obstruction should have taken place in a large

number or series of the veins of minor size, more than in the lead-

ing or principal veins of the limb ; and we can account for the

occurrence of such cases as have been recorded by Casper, Smeets,

Eigby, etc., who found the femoral vein itself to be sometimes free,

by supposing that the obstruction had in these instances been

confined to the smaller vessels, where its presence, however, would

be readily overlooked. From all Dr. Mackenzie's observations and

experiments, therefore, it seems probable that phlegmasia alba dolens

is essentially due to the presence of a morbid material circulating in

the blood, and exerting such an influence on the internal surface of

the veins as leads to consolidation or coagulation of the blood which

they contain. Whether or not that morbid matter be lactic acid,

which Dr. Mackenzie has shown to be capable of producing all the

phenomena of the disease when introduced into the blood artificially.
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and which he seems inclined to regard, in some cases at least, as the

possible cause of the disease, is a matter that remains for future

chemical investigation to determine. Probably various morbid

matters may be capable of leading to this effect. But there is this

one fact to be noted in regard to the disease, and perhaps I ought

to have called your attention to it previously—namely this, that the

blood of the puerperal female is in a condition which peculiarly pre-

disposes it to coagulation within the blood-vessels. There are two

diseases in which this proneness of the blood to coagulation has been

specially observed ; and it is in patients affected with them that we
most frequently meet with cases of endocarditis and of fibrinous

deposits on the cardiac valves. These are rheumatism, and Bright's

disease of the kidneys ; and as in them so in the puerperal female,

the blood is in the condition described as hyperinosis ; that is, there

is an increase in the quantity of fibrine in the blood, and a diminu-

tion in the number of red corpuscles. In the only instance which

I know of on record, of the analysis of the blood in phlegmasia

dolens, Becquerel and Rodier found the fibrine double its natural

quantity, and the blood-corpuscles diminished. In the puerperal

patient matters are rendered still more complicated, and the pro-

clivity to disease still further increased by the circumstance that in

her constitution great and important changes are at the time taking

place, such as the degeneration and the resorption of the hyper-

trophied uterine mass, and the establishment of the new mammary
secretion, in consequence of which the blood becomes loaded and.

deteriorated by the introduction of a quantity of effete organic

material. In short, the blood is so altered as to render the patient

peculiarly liable to spontaneous coagulation of blood in the blood-

vessels, or, as it has been called, thrombosis, and all its consequences.

Among these consequences falls to be reckoned the disease which we

have under discussion, and of which the peculiar phenomena become

developed when the thrombosis occurs in a sufficiently large number

of the minor veins of any part. But modern pathology teaches us

that, in the first instance at least, this venous coagulation, con-

solidation, or thrombosis, may arise without any previous inflam-

mation of the veins, which at first are simply obstructed and occluded

by the plug of consolidated blood ; and if the external coats of the

veins are found with evidences of inflammatory changes after death,

these inflammatory changes may in general be correctly regarded as

secondary phenomena, and the inflammation of the venous walls

which led to them as a second result produced by the irritation and
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pressure of the contained thrombosis, and by the changes which take

pLace in the obstructing mass. So that, if this doctrine be true,

phlegmasia dolens does not arise from phlebitis properly so called,

but is immediately due to obstruction of the veins by coagulated

blood, and any resulting phlebitis is a secondary consequence only.

This coagulation of the blood and obstruction of the veins may, in

their turn, depend on one or other of two causes— viz. either, first,

on some morbid alteration in the blood itself, tending to its con-

solidation or coagulation
;

or, second, on some morbid condition in

the lining membrane of the veins, in virtue of which the relation

between the blood-vessels and the blood becomes disturbed, and

coagulation of the latter is induced. I believe that in some cases of

phlegmasia dolens this required morbid condition in the lining mem-

brane of the veins may be primarily due to phlebitis, as where the

veins of the uterus have been inflamed, and the inflammation, having

extended by continuity to the iliac vessels, has led to coagulation of

blood in the veins below. But in the great majority of cases it

seems to me that we must look for the primary cause of the disease

in some morbid condition of the circulating fluid, leading first of all,

perhaps, to some peculiar change in the lining membrane of the veins,

and through this, secondarily, to coagulation of the blood, occlusion

of the vessels, and obstruction to the circulation in the limb.
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LECTUEE XXIL

PHLEGMASIA DOLENS—ITS PATHOLOGICAL NATUEE
Continued.—ITS TREATMENT.

Gentlemen—In the remarks which I have already made on the

pathological nature of phlegmasia dolens, I have endeavoured to

show you that the disease could not be justly considered as merely

and simply the result of the obstruction of the principal vein of the

affected limb, by the occurrence of acute inflammatory exudations

on the free surface of the lining membrane of that vein. I alluded

to the experiments of Meinel and Virchow as j^roving that the sup-

posed inflammatory exudations thrown out in the interior of the

crural vein in cases of phlegmasia dolens are not inflammatory exu-

dations at all. I ought to have added, that their experiments were

of the following kind.—They isolated portions of the veins in the

lower animals by two ligatures, emptied the vessels between these

ligatures, applied various irritants to the free surface of the lining

venous membrane, and failed entirely in exciting that surface to

throw out either coagulable lymph or pus. The outer surface of the

lining membrane of veins and its more external coats are liable, like

other parenchymatous tissues, to exude coagulable lymph and pus,

when excited to the necessary degree of inflammation
;
but, appa-

rently, the free surface of the lining membrane of the veins has no

such ijower. We saw further, that the supposed inflammatory exu-

dations found in the interior of the femoral vein in phlegmasia

dolens, and usually described as layers of effused coagulable lymph

and specimens of pus, were, so far, spurious inflammatory appear-

ances resulting from the various changes which go on in the blood

itself when it is spontaneously or accidentally arrested in venous

tubes by coagulation or thrombosis.

Further, that phlegmasia dolens is not merely crural phlebitis is

evident from- the two facts :— 1. That, as we have already seen, no

inflammatory obstructions whatever of the femoral vein itself have

been observed by several high obstetric authorities in some important

exceptional cases of fatal phlegmasia dolens, where they had an op-
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portunity of making a due jwst-mortem examination ; in these

exceptional cases the thrombosis being, as I ventured to suggest to

you, probably confined to the smaller plant of veins in the affected

limbs ; or possibly the dis-

ease being sometimes pro-

duced by obstruction in the

lymphatic system of the

diseased extremity, though

any adequate and decisive

proof of this doctrine from

either experimental patho-

logy or morbid anatomy is

still wanting. But while

thus, in some rare cases of

l^hlegmasia dolens, the in-

terior of the crural vein has

been found healthy and un-

obstructed, proving that the

supposed cause may be ab-

sent while the alleged effect

is present, we know, on

the contrary — 2. From
experiments on the lower

animals and from oljserva-

tions on the human subject

—that the supposed cause

may be present and yet the

alleged effect be not pro-

duced. In other words,

when the femoral vein is

inflamed and obstructed,

and crural phlebitis in-

duced, phlegmasia dolens

does not always follow.

In the lower animals when the femoral vein is tied, and thus

inflamed and obstructed, redema generally comes on to some degree,

but not a tense, general, painful, hot, semi-paralytic swelling of the

limbs, such as is characteristic of phlegmasia dolens. I stated to

Fig. 63. Obstruction and inflammation of the lower part of the aorta, and of

the iliac' and femoral arteries, i-esulting from the imjiaotion of emboli in their

interior, with secondary inflammation and obstruction of the femoral vein.

VOL. in. 2 A
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you also that, in the human subject and in the puerperal state, I had

seen a case of inflammatory obstruction of the femoral vein through-

out an extent of two inches without any oedema or swelling what-

ever of the extremity. The femoral artery was, as I mentioned to

you at the same time, obstructed by a travelled cardiac embolism.

In this case my esteemed friend and former assistant. Dr. Priestley,

made a most careful examination of the parts after death, and tried

to trace any change, inflammatory or otherwise, in the nerves of the

limbs, that could possibly account for the great pain which the

patient suff"ered in the affected and obstructed extremity for a con-

siderable time before death. But no alteration whatever could be

observed in the femoral nerve or its branches. I think the fact

interesting as bearing on the origin of the pain so often present in

phlegmasia dolens. That pain is sometimes so severe and extreme

as to have led, as we have already seen, to the idea that the disease

was possibly complicated occasionally with, if it did not originate

in, neuritis. But the great local pain occasionally present in cases of

puerperal embolism, or obstruction of the arterial tubes of a limb,

and in cases of phlegmasia dolens or obstruction of the veins of a

limb, is probably owing to a common cause of a diff"erent kind. For

the proximate cause of the sufi"ering in both diseased states seems to

be the effect of obstruction and over-distension of the coats or tube

of the implicated vessels, by the contained consolidated blood ; and

in the case of the artery, it has been in some instances produced

instantaneously, and in an extreme and excessive degree, by throwing

perchloride of iron into the arterial tubes with the view of suddenly

coagulating the blood in them for the cure of aneurisms in the course

of the extremities.

We have seen, further, that the pathological origin of phlegmasia

dolens in a vitiated or toxsemic state of the blood, was so far experi-

mentally proved in the lower animals by a diseased state, very

exactly resembling phlegmasia dolens, being induced when a solution

of lactic acid was thrown into their blood. Clinical observation so

far corroborates the same view. Phlegmasia dolens is an affection

apparently always preceded by morbid states, more or less vitiating

and altering the constitution of the circulating fluid. In one re-

markable case, in 1842, I saw a patient die of phlegmasia dolens of

the left upper extremity, some weeks after delivery, and where the

circumstances were as near as we ever can possibly find in practice

to the experiment on the lower animals of mixing the blood with

some vitiating material. The patient to whom I allude had laboured,
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about a year before becoming pregnant, under a very severe attack

of rheumatic endocarditis ; and during the Latter months of utero-

gestation, she suffered greatly from attacks of difficult breathing,

Avhich amounted sometimes to ortliopncea. After her delivery,

which was effected with the aid of the long forceps, and was attended

with severe and exhausting hemorrhage from partial presentation of

the placenta, she seemed for a time to recover satisfactorily. But

symptoms of irritation afterwards supervened, and during the second

week after her confinement embolism occurred in the right humeral

artery, and no pulse could be felt in that ai'm below the elbow. In

the course of a few days the pulsation gradually but feebly returned

in the right radial artery, but the embolism recuiTed first in one and

then in the other leg. By and by, symptoms of phlebitis began to

be developed in various parts of the body ; and finally, about five

weeks after delivery, the patient sank under a fatal attack of phleg-

masia dolens in the left arm and left side of the face. After death

the emboli were found to have come from the valves of the left side

of the heart, which were profusely covered over with small wartdike

excrescences ; and it would appear in this case as if the softening

and disintegration of the plugs in the obstructed arteries had led to

the introduction of a quantity of detritus into the circulating fluid,

which acted as a toxsemic agent, and gave rise to all the subsequent

phlebitic or thrombotic phenomena.

The patient, whose history I have just related,' affords you an

instance of that unusual class of cases where phlegmasia dolens

occurs in one of the upper extremities. To this fact I have before

adverted, and I have told you also that the disease is more common

in the left than in the right lower limb. But if the disease be

essentially a general blood-disease, as we have seen reason to believe

it to be, it forms a very legitimate subject of inquiry to determine

why its local manifestations are confined in such a remarkable and

striking degree to one part of the vascular system, viz. to that of one

of the lower extremities, and that extremity usually the left. Now
I believe that the answer to this question Avill be mainly found in

the fact that the coagulation of the blood, which is the immediate

cause of all the other phenomena of the disease, is most likely to

occur whenever the circulation is slowest ; and if you examine the

state of matters more narrowly, you will find that in the majority of

cases those causes which lead to retardation of the flow of blood in

the blood-vessels in a puerperal female must necessarily come to

operate more on the veins of the lower than of the upper extremities,
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and most on tlie veins of the left lower extremity. There may,

certainly, be other causes in operation as well which might suffice to

account for the coagulation of blood in the veins rather than in the

arteries, and in the veins of the left leg rather than in those of any

other part of the body. Thus, if the veins left open on the inner

surface of the uterus by the separation of the placenta, be capable of

absorbing or admitting into them septic or poisonous materials from

the interior of that organ ; and if these materials have, as such morbid

materials generally have, the power of causing coagulation of blood

in the blood-vessels, it is precisely in the veins of the left side of the

pelvis, and in the veins of the corresponding extremity, that we

would expect to find the first and greatest eff'ects of their morbific

action, because the placenta is, as you are aware, most frequently

attached to the left side of the uterus, and after its sej^aration it is

into the veins running into the left uterine and pampiniform plexus

that the morbid material would at first find access. Then, again, it

is a matter of uncertainty how far phlegmasia dolens may not be

caused by a primary change of an inflammatory nature in the veins
;

but if the disease depend in any case on a primary phlebitis occurring

in the uterus, and extending backwards by continuity to the veins of

the pelvis and the thigh, we would naturally expect to find this also

taking its origin among the veins in the left side of the uterus from

which the placenta had been torn. All veins, like the torn uterine

veins at the site of the placental attachment, which have been

wounded or injured, or otherwise morbidly weakened in any way,

seem, as a general pathological law, to be far more liable than the

other healthy veins in the economy to be the seat of thrombosis or

consolidation of the blood in their tubes, under any such constitu-

tional toxaemia or diathesis as predisposes to this thrombosis or blood-

consolidation. But as I have said, it is to the delay ofi'ered in a

great degree to the circulation of the blood in the veins of the left

lower limb, that we must chiefly turn in endeavouring to account for

the peculiar j^roneness which that member presents to be attacked

with phlegmasia dolens. The causes which contribute to bring

about this delay are, perhaps, mainly three. First of all, the great

dilatation which occurs in the pelvic vessels during pregnancy, and

which is.not done away with instantaneously after delivery, tends

to cause a retardation of the circulation in the veins of the lower

extremities ; and this, besides the general normal slowness of the

venous circulation in the lower extremities, will suffice to explain

why the disease in question should be more common in these than
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in the upper extremities, although it will not account for its greater

frequency in the left than in the right leg. The explanation of this

point, however, Avill l^e seen if you compare the relation of the right

and left iliac veins ; for you will find that, secondly, the left iliac

vein is the longer, and is crossed, and more or less pressed upon, by

the termination of the aorta, or by the right common iliac artery.

Then, thirdly, the rectum lies in the left side of the pelvis, and by
the pressure which it exerts more or less constantly on the veins of

that side, the circulation of the blood below will be retarded, and

its consolidation in the vessels greatly favoured. I believe that for

these reasons you will find that phlegmasia dolens is relatively as

frequent in the left limb, compared with the right, when the disease

occurs in non-puerperal patients, as when it takes place after de-

livery. But it is now time that I should proceed to say something

about

THE TREATMENT OF PHLEGMASIA DOLENS.

As in the treatment of all other diseases in Avhich we have to

do with constitutional symptoms and local lesions, the indications

for the treatment of phlegmasia dolens resolve themselves into the

two categories of— 1st, General ; and 2dly, Local remedies ; and in

following out both classes of indications you will find that there

are three principal rules to be attended to. Among the

A. General Indications,

1st, Depuration of the Blood holds the first rank. The import-

ance of this indication must be at once admitted, if you have been

convinced of the correctness of Dr. Mackenzie's observations and

the truthfulness of his deductions. If there be abnormal and

deleterious matters present in the blood, which have a peculiar

action on the veins, tending to the coagulation in them of the cir-

culating fluid, then it is clearly a matter of prime importance to

get rid of these morbid substances at once, so as to prevent the

occurrence of coagulation altogether
;

or, at least, to arrest and check

the process when once it is begun. From this point of view this

means of treatment must be regarded as being almost as much pro-

phylactic as curative in its nature. Trye tells us, in that paper

to which I have already adverted, that he never lost a patient out

of those whom he had seen with this disease ; and this success he

deemed to be due to the practice which he always adopted of ad-
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ministering an emetic as the first part of the treatment of every case.

The shock produced by the emetic has a powerful effect in check-

ing the progress of the malady ; but probably the chief virtue of the

remedy lies in its action as a most efiicient depurant of the blood.

At the outset I believe there is no better means of arresting the

disease than by the administration of an efficient and gentle emetic

of any kind, provided the state of the patient does not forbid its

administration, and especially in cases where exposure to cold has

acted as the exciting cause. But if that fails, or is contraindicated

by the debilitated condition of the patient, then we must try to

purge and purify the blood by exciting the various organs of elimina-

tion to increased activity by means of their apj^ropriate stimulants.

Hence the value of the various diuretics, diaphoretics, and purgatives,

in the early stage of the disease. Many practitioners are in the

habit of giving for the first day or two of the attack a mercurial

purgative combined with ipecacuanha or antimony, using in this

way both the intestinal and cutaneous surfaces as eliminatory excret-

ing organs. But these, or any analogous therapeutic means, must

not be pushed so far as to produce any very debilitating effects.

Small and repeated doses of alkaline salts given in such quantities as

to act upon the kidney, and if necessary, also on the skin and bowels,

are perhaps, as the general rule, both more safe and more efficient

—as bicarbonate, acetate, nitrate or tartrate of potass
;
conjoined,

when required, with wine of ipecacuanha or antimony, or with

some aperient tincture. Besides these salts of potass, the analogous

diuretic and aperient salts of soda are generally held to have the

effect of impeding, preventing, or arresting any morbid tendency in

the blood to coagulate spontaneously, and of tending powerfully

to the dissolution of these coagula when once they have taken

place. In one patient chlorate of potass was used, and in addition

tincture of the muriate of iron was emploj^ed, both as a renal de-

purant and as a tonic.

2d, The use of AniipMogistics and Febrifuges.—General antiphlo-

gistic measures are by many practitioners held to be indicated in

the first stage of phlegmasia dolens when the pulse is high and

strong, and the general symptoms of fever prevail. But if em-

ployed at all, they should, I believe, be rarely or never employed to

any heroic degree. Formerly phlegmasia dolens was regarded as

an affection which very seldom indeed proved fatal ; and the

strongest antiphlogistic measures employed by the authors who have

reported it as such were little or nothing more than local blisters
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at the groin ; or these preceded by moderate local leeching. Per-

liaps, when the history of phlegmasia dolens is fully written, it will

be found that the danger and mortality attendant upon the disease

have been increased since A^enesection and other heroic antiphlogistic

measures were resorted to in its management, under the idea that

it was purely and radically an intense local inflammation of the

lining membrane of the lai'ge veins of the affected limbs. In almost

all cases of phlegmasia dolens, you will find the pulse much cpiicker,

and more or less marked symptoms of fever present. But the

best febrifuges which you can use are the depurants of which I

have already spoken ; and usually the time soon comes when you

must, in preference, have recourse to

3d, The Administration of Tonics and Stimulants.—As the disease

frequently runs a tedious course, and is often asthenic in character

from its first beginning, the use of this class of remedies is indicated

in most cases from an early j^eriod, and their use generally requires

to be assiduously persevered in. It takes a long time to undo the

effects of the changes in tlie nutrition of the limb consequent on the

occlusion of so many of its blood-vessels, and while the process of

absorjition is going on and the tissues are gradually becoming re-

stored to their normal condition, it is necessary to keep up the

patient's strength by the judicious administration of tonics and

stimulants, in addition to proper food. It matters little, in most

cases, what special remedies of this class you employ ; but wine, and

the preparations of iron and quinine, are the constitutional remedies

which you will find to be most frequently had recourse to in the

second stage of phlegmasia dolens.

B. The Local Indications

may likewise be classified under three divisions, viz.

—

1st, Tlie use of Local Antiphlogistics.—Means must be adopted to

subdue tlie inflammation which is set up in the veins, whether this

arise primarily from injury or disease of their walls, or secondarily

from changes resulting from the primary distension and subsequent

softening process that occurs in the occluding thrombus. The
patient usually complains of mucli pain and tenderness on pressure

along the course of the filled and cord-like iliac and femoral vein

;

and under tlie idea that the disease was fundamentally and primarily

inflammation of the femoral veins, most practitioners have been in

the habit of ordering one or two dozen leeches along the inside of
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the affected thigh ; and after the bleeding consequent on the applica-

tion of the leeches had ceased, the use of a series of blisters was

strongly recommended by some of the older authors. What formerly

I have usually done was to apply leeches at the outset, and after-

wards to paint the track of the femoral vessels all over with tincture

of iodine. Latterly, I have seen several cases where little, or indeed

no active local antiphlogistic measures of this kind were adopted ; and

I believe these cases have progressed as well, or indeed better, than

where I followed the usual plan of local leeching and blistering. Per-

haps these antiphlogistic measures ought to be reserved for cases where

secondary inflammation comes on in the walls of the veins, as a

result of the distension and irritation of these walls by the contained

and disintegrating plugs or columns of consolidated blood. Then, to

relieve the pain, you will require often in this disease to employ

opiates internally and freely ; and you must have recourse, further,

to the use of fomentations. One of the best and most soothing

measures that you can adopt for this purpose is to wrap the limb in

a wet towel or in a sheet of dry cotton-wadding, carefully and

completely covered with oil-cloth to prevent the escape of the

insensible perspiration. I believe you will find an application of this

kind to be the best of all poultices ; an ordinary poultice—say, of

bread and milk—although at first several degrees warmer than the

part to which it is applied, falls to the same temperature in a very

short space of time, and then its continued soothing effect seems to

depend entirely on its power of keeping in the insensible perspiration.

But such also, as I have said, is precisely the modus operandi of the

wadding enveloped in oil-cloth ; and this apjilication has one advantage

over the poultice, that while the latter requires to be very frequently

renewed, the former may be left unchanged for an almost unlimited

period. I am seeing just now, with Dr. Moir, a lady suffering from a

very smart attack of phlegmasia dolens, coming on after delivery, who

has derived the greatest relief and comfort from the use of cotton

wadding rolled all round the limb, and completely surrounded by a

covering of oil-skin cloth. In this case the wadding has been taken

off every twenty-four hours, and a fresh piece applied. If the pain

of the limb is very severe, apply sedative liniments and applications,

with or without the fomentations, or in a permeable covering. As local

sedative liniments, you may use equal parts of olive oil and laudanum

;

or two parts of olive oil and one of chloroform ; or the common
opiate liniment of the pharmacopoeia. With all this the limb must

be kept at perfect rest. The limb itself is usually very much
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paralysed, and motion in it is almost impossible ; but the patient

must be enjoined to keep perfectly quiet, and to abstain, as much as

possible, from moving any part of the body. There is another local

measure of the highest moment, and one you must not overlook

—

viz. position. The proper position is elevation of the limb, Avhich

frequently gives very great relief from pain, and always favours at

the same time the process of resorption. In truth, position is one

of the most powerful means in the treatment of many diseases.

Attention to this point is frequently of more importance, and affords

more satisfactory results, than the use of any kind or quantity of

drugs. It is usually attempted to secure elevation of the limb by

placing it upon a pillow, but this means is not always very satis-

factory, as the liml) readily rolls oif whenever the bed comes by any

chance to be moved or shaken. A better way is to raise all the lower

half of the mattress, by placing something underneath, so as to make

the limb lie on a sort of inclined plane, and in a position from which

it cannot too readily be moved. Elevation of the limb in this

manner not only tends to afford the patient the most effectual relief

from her suffering—it is also of most essential importance in aiding

us to carry out another local indication for treatment, that, viz.

according to which we endeavour

2d, To promote Absolution.—After the inflammatory stage has

fairly passed over, it behoves us to try to bring about a reduction in

the size of the limb bj' stimulating and promoting the j^rocess of

resorption, so as to bring back the limb to its normal state. By
careful and constant elevation of the limb, as we have just seen,

much may be done to ftivour the absorption of the effused matters
;

but its effect may be greatly aided and increased by the firm sup-

poi't afforded by a flannel bandage applied pretty tightly from the

toes upwards. Frequent frictions, the use of stimulating liniments,

and the occasional application of a small fly blister to the groin, are

also important adjuvants in the fulfilment of this indication. Dr.

Dewees, Dr. Meigs, and other American practitioners, strongly

recommend, indeed, the free and repeated use of friction of the

limb with sedative liniments even in the earlier and most acute

stage of the malady, and totally envelope the extremity, in the

intervals between the frictions, in flannels wrung out of a hot mix-

ture of equal parts of vinegar and water. When the swelling has

been reduced you require

.jd, To endeavour to restore the Power of the Limh.—The limb may
remain weak and almost powerless for some months, or even for a
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year or two, or for life. To restore to it its proper power, you will

be obliged to have recourse to such local tonics, if I may so call

them, as frictions, bandages, and the use of warm douches-, which

must all be persevered with for a lengthened period. Sea-bathing,

and all means calculated to restore and invigorate the general

health, will also have a beneficial action on the weak extremity.

Local stimulants, such as galvanism, may be applied to the limb

itself 3 but its power will never be completely restored until the

patient has begun to use it, and accustom it to frequent exercise.
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LECTUEE XXIII.

ON SPURIOUS PREGNANCY, OR PSEUDOCYESIS.

Gentlemen—the autlior of the two remarkable dissertations on

Diseases of Women, usually published among the hippocratic treatises,

when at one place treating of displacement and stricture of the os

uteri, takes occasion to remark that sometimes under such circum-

stances " the menstrual fluid is determined to the mammae, and

produces their enlargement ; the abdomen swells, and inexperienced

patients believe themselves to be pregnant ; in truth," he continues,

" they present all the phenomena usually seen in women at the

seventh or eighth month of utero-gestation ; the belly attains a j^ro-

portional degree of enlargement ; the breasts swell up, and milk

seems to be secreted. But when this period has passed, and the full

term of pregnancy should be complete, the mammas shrink up and

diminish in size, the abdomen likewise collapses ; all trace of the

milk disappears, and the abdomen sinks in, and all tumefaction is

dispelled."

The diseased state described in the preceding quotation is that

state usually spoken of as the state of " spurious pregnancy." In

his Nosology, Dr. Mason Good proposed to describe this peculiar

affection under the corresponding Greek name of " Pseudocyesis
"

from -^^ivhog, a lie, and xvi^aig, pregnancy. We have lately had two

examples of this disease among patients visiting the female ward.

One of the patients, who remained in the ward for a short time,

suffered from suppression of the menses, continuing for a period of

three or four months, and alternating with a state of menorrhagia

;

she had occasional sickness ; the mammse were slightly enlarged, and

the abdomen somewhat pi'otuberant. She suffered, in short—but

not in a well-marked degree—from this morbid condition of spurious

pregnancy. In the other patient, who was under the medical charge

of one of the students of the class, not only were all the usual

phenomena of pregnancy well-marked for the usual time
;
but, what

is far less frequent, there latterly supervened all the common
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phenomena of labour ; but of labour -without any result, as the

uterus was quite emiaty.

There are two varieties of jjseudocyesis or spurious pregnancy, a

local and a constitutional. The former I have already described to

you as seen in those cases of dysmenorrhoea where the patient has

occasionally, or even at every monthly period, excessive development

of the mucous membrane, which becomes vascular and swollen, and

is in part shed off in the form of a separate membrane, resembling

in every respect the decidual membrane which is formed in the early

weeks of every real pregnancy. In such cases the patients usually

suffer a great deal of pain during the expulsion of these uterine

casts, and they are sometimes affected with some of the ordinary

constitutional and sympathetic phenomena of pregnancy. Thus they

frequently are troubled with sickness and vomiting ; the mammae
sometimes become enlarged, and the areolse darkened for one or two

weeks both before and after these dysmenorrheal membranes are

thrown off. The most striking features of the disease in such cases,

however, and the most distressing symptoms depend upon the local

changes in the uterus ; and as I have already discussed these, both

as regards their pathology and treatment in my lecture on Mem-
branous Dysmenorrhoea, I need say no more about that subject now,

but pass on at once to the consideration of that more frequent form

of spurious pregnancy, of which the more striking phenomena are all

of constitutional origin, and the disease true, or

Constitutional Pseudo-Cyesis.

In tills constitutional or sympathetic variety of spurious preg-

nancy, then, there may be no appreciable local change whatever

;

but the patient suffers from nausea and vomiting, and the other

sympathetic phenomena common to pregnant females. The mammae

become enlarged, the areolae are darkened, and the gland gives forth

its milky secretion. The abdomen enlarges gradually until it

occasionally comes to assume the form, and size too, of an abdomen

which contains a gravid uterus, and the patient feels movements in

its cavity, which she unhesitatingly pronounces to be movements of

a foetus. Menstruation is usually pretty methodic, but you will

occasionally find it altogether suppressed for a time, or only coming

on very irregularly, and with a scanty flow. All these symptoms

may arise and go on slowly and progressively for a period of nine

months, or longer, and the patient may labour under the delusion
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that she is in the family way, until, it may be, symptoms set in

resembling the ordinary efforts of labour, and then, when a medical

man is sent for to attend at the delivery, it may happen that she

first discovers she has never been pregnant at all.

Frequency of the Disease.

Before I proceed to point out to you more particularly the nature

of this disease, and to tell you how it is to be recognised and treated,

let me first of all remark that it is a disease which, when you come

to practise, you will find to be of far more frequent occurrence than

the comparative silence of our obstetric text-books on this malady

would lead you to infer. It is not by any means confined to the

married, or to those who have borne children, but is seen among the

unmarried and childless as well. Among the former, however, it is

more frequent; and there are perhaps few women in married life

who have not presented more or less marked symptoms of it once or

oftener. The disease, as we have seen, was known of old, and is

duly noticed in the Hippocratic writings. But in modern times

Medical writers have passed it by in almost conq)lete silence; and

the only notice of any importance in regard to it that I know of in

the English language, is to be found in the admirable and classical

work of my friend Dr. Montgomery on the S/(j7is and Symptovis of

Pregnancy,—a work which I beg strongly to recommend to your

careful perusal, as a volume not less remarkable for its great accumu-

lation of original and collated facts than for its logical statements

and reasoning, and its elegant and classic style. Yet, as I say, cases

of spurious pregnancy are constantly occurring in i3ractice, and

patients often go about from one practitioner to another seeking

relief, or desiring to obtain some certainty as to the nature of their

affection, a point in regard to which they are often in the greatest

doubt. They fancy themselves, for the most part, to be pregnant;

but sometimes they suppose themselves to be subject to very

different kinds of disease, as in the case of a patient from the West

Indies, whom I have under my care just now, and who, it was there

imagined, had some hydatids in the uterus.

To show you how difficult it is to distinguish cases of simple

spurious pregnancy from other forms of disease, let me merely tell

you one fact. Six different cases have been put upon record, where

patients have been supposed to be labouring under ovarian disease;

and in these six cases, when the abdomen was laid open with the
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view of removing the ovarian tumour, there was found to be no

tumour there—nothing unusual or abnormal, except, perhaps, a

slight degree of distension of the bowels. Such needless tampering

with the lives of patients may suffice to impress upon you the

dangers of making a false diagnosis, and teach you not to neglect

any means by which you are likely to obtain a clearer insight into

the nature of this often obscure and puzzling form of disease.

Times of its Occurrence.

As to the period of life when it is most likely to be met with.

Dr. Montgomery thinks that it occurs most frequently at the

climacteric period, when the catamenial discharges cease to appear,

and when the female constitution seems to become more liable to be

affected by morbific influences. But I feel pretty certain that the

disease occurs at least as often during the first year after marriage

as at any later period. At least, you will find, on making inquiries

of patients, that they have very often been deceived into the belief

that they have become pregnant at the time I refer to, from the

temporary supjjression of the menses, attended with sickness, and

some degree of swelling of the abdomen; but, probably from the

circumstance that the delusion is not usually kept up for such a

length of time in these patients, they do not so often come under

the observation of the practitioner, and are thus very commonly

altogether overlooked. Spurious pregnancy, however, may occur at

any period during the catamenial life, and it is often enough

developed during the intervals between two successive real preg-

nancies; and a succession of attacks is sometimes seen in the same

individual.

May the Disease occur in the Unmarried?

Certainly, and then it constitutes a very delicate class of cases.

When occurring in the unmarried, it is usually set down as hysteria
;

but sometimes all the characteristic phenomena are most distinctly

indicated, and it is then a very difficult and delicate matter to

answer the patient's inquiries regarding her disease. No one would

choose to speak to the patient or her friends of " spurious preg-

nancy " under such circumstances, as the mere name itself would be

sufficiently offensive. Perhaps the descriptive designation proposed

by Dr. Good of pseudocyesis would save sometimes the practitioner

from difficulty—when hard pressed as we sometimes are—to give
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our patient's affection a 2;)roper name. That the affection may
occur in the most moral persons, however, and in virgins, is certain

;

and if any confirmation were needed, it would be found in the fact

that it has sometimes been seen among a class of females as to

whose morality and state no question can be raised, namely, the

females of our domestic animals. Harvey pointed out long ago in

his celebrated work on Animal Generation, that " over-fed bitches

which admit the dog without fecundation following, are nevertheless

observed to be sluggish about the time they should have whelped,

and to bark as they do when their time is at hand ; also to filch

away the whelps from another bitch, to tend and lick them, and also

to fight fiercely for them. Others," he goes on to say, " have

milk or colostrum, as it is called, in their teats, and are, moreover,

subject to the diseases of those which have actually wheljied ; the

same thing is seen in hens which cluck at certain times, although

they have no eggs on which to sit. Some birds also, as pigeons, if

they have admitted the male, although they lay no eggs at all, or

only barren ones, are found equally sedulous in building their nests."

I had a patient in the neighbourhood of Edinburgh, who used to

keep a seraglio of female dogs, and was interested in observing their

habits and physical characteristics. This person was a careful ob-

server, and told me that every year, and occasionally twice every

year, some of these " over-fed bitches " had all the symptoms of

pregnancy, although they had been kept secluded from all male

society. And the phenomenon so often sj^oken of, of animals witli-

out any offsjoring of their own, adopting and nur.sing the young of

other animals, belonging sometimes to an entirely different class, is,

doubtless, only one of the forms in which this peculiar affection may
be manifested.

Mistakes from it among the Married.—But though the disease may
thus manifest itself among unmarried females, it is chiefly among the

married that the more marked instances of it are met with ; and

awkward enough are the mistakes into which those sometimes fall

who are affected by it. I have repeatedly known ladies make all

the usual preparations for confinement, secure the services of a nurse

and medical attendant, lay in a stock of baby-clothes, and, in short,

have everything in readiness for the birth of a child, when they

were in reality not pregnant at all. They may sometimes even be

put to very great inconvenience in consequence, breaking up their

large establishments in the country, and coming into town at most

unseasonable periods, in order to be under the immediate care of
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their usual accoucheur. I have thrice had ladies come into Edin-

burgh to be confined under my care, leaving establishments, who,

when they came to town, proved not pregnant. A striking instance

of this kind occurred in the practice of my predecessor. Dr. Hamilton,

who was engaged, not very long before his death, to attend a lady

in her approaching confinement. As the expected period drew near,

a heavy fall of snow came on and blocked Up the roads, and the

lady, terrified at the idea of being detained in her country house,

had a number of labourers set on to cut a driving-path through the

snow ; but it was unnecessary work and trouble, as the case was only

one of spurious pregnancy. Such mistakes oftenest occur in patients

pregnant for the first time, and who are inexperienced as to the

phenomena and sensations of pregnancy. But the affection is by

no means limited to them. You will frequently enough in practice

find women who have previously borne children maldng such mis-

takes about themselves, and imagining that they feel every move-

ment of the child just as they have done in real pregnancies. In

some cases, but they are much more rare, you may have the

phenomena of spurious parturition as well as spurious pregnancy.

That is, when the ordinary term of nine months has been completed

there may supervene the phenomena of a common labour. The

ordinary preliminary symptoms are first seen, the pains set in, at

first irregular, slight, and resembling the pains characteristic of the.

first stage of labour, and gradually change into the regular, strong,

expulsive pains, characteristic of the second stage. Tlie more

complex phenomena of instrumental labours are even occasionally

sinvdlated. Dr. Labatt was once called to deliver a child by means

of craniotomy, in a case where a medical practitioner had been in

attendance for two days, and where, when he went, there was

found to be no child at all. I myself was once sent for by one of

the best medical students we ever had at this University, to per-

form the operation of version on a patient on whom he had been

some hours in attendance, and which he fancied to be a case of

unavoidable htemorrhage. But turning of the child was unneces-

sary, as there was, in fact, no child to turn ! The patient was

suffering from menorrhagia as a termination of spurious pregnancy.

There was a striking example of this disease in the hospital here

a few years ago. The patient was sent in from a distance in the

country to be delivered of a child, of which she had been supposed

to be long in labour. Her medical attendant had had no doubt as

to the reality of the pregnancy and the labour, and her husband.
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who accomj^anied her to Edinljurgh, had as Uttle. Their belief

was grounded chiefly on the distinctness and force of the move-

ments of the supposed fostus, which were so marked and strong as

to lead the husband to maintain that if there was no child within

his wife's abdomen, there must be some animal there ! The case

was seen by Drs. Moir, Weir, and several other medical men here,

and all agreed that the movements were very deceptive ; but or

close examination they could be distinctly traced to the peristaltic

action of the bowels. The uterus was perfectly empty. I have

now seen two cases where the propriety of having recourse to the

Csesarean section was proposed in instances of spurious pregnancy-

One of these has been fully and ably described by Dr. Keiller, in

the Monthly Journal of Medical Science. In the other case, I was

called to perform the operation on a woman who was dying of some

chest disease, and who was believed to have in her womb a living

child. But there was no pregnancy whatever.

These symptoms of labour may all recur once and again, even

in the same patient, and yet her faith in the reality of her preg-

nancy may remain unshaken. It is, indeed, most curious to witness

with what persistence some such patients, but by no means all, AviU

maintain their belief. The idea that she is in the family-way has

such a firm hold of the j^atient's mind, that it looks as if her brain

were impregnated and not her womb, and sometimes no kind of

argument suffices to make her change her opinion. You may, it is

true, succeed in convincing her at times that her hopes are futile,

and you may fondly imagine that you have succeeded in utterly

dispelling her empty expectations ; but two or three weeks, or only

days afterwards, she will return to you as strongly impressed with

the genuineness of her pregnancy as ever. No persuasion or

eloquence of yours will almost ever lead her to give up her hope
;

time alone can prove to her how vain it is, and with some patients

it takes a very long time too. I have known the idea obstinately

persisted in even for years.

It is not always so easy as you may imagine to recognise a case

of this kind, and to discriminate between a case of spurious and a

case of real pregnancy, for in the former you will sometimes meet

with all the individual and combined phenomena which are ordin-

arily developed in the latter, and which are usually regarded as

characteristic of the pregnant state. The breasts are enlarged, and

their areolae darkened ; the menses are often irregular or suppressed,

and the abdomen is swollen ; the patient suffers from morning sick-

VOL. III. 2 B
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ness and occasional vomiting ; and after a time she remarks peculiar

sensations in the abdomen, which she unhesitatingly attributes to

quickening, or the movements of a foetus. I have said the abdomen

is svrollen ; and let me add, this swelling sometimes imitates very

exactly the defined form of the enlargement of the abdomen in true

pregnancy ; but usually it is more diffuse and less projecting for-

wards when the patient is laid supine ; and in spurious pregnancy,

let me add, there is often observed a symptom in the way of

external configuration which is rarer in true pregnancy—viz. an

appearance of unusual constriction in the region of the diaphragm,

or where the chest and abdomen meet, so that the lower ribs look

as if they were drawn inwards. All of these common symptoms of

true pregnancy may be, and indeed often enough are, manifested in

cases of spurious pregnancy ; but you will often find, on making

more minute inquiry, that there is some startling exceptional con-

dition affecting one or more of them. Thus, menstruation is occasion-

ally entirely suppressed— as completely so as in any true preg-

nancy ; but in most cases, it is not entirely suppressed, but only

irregular, appearing one month and absent the next, or coming on

at irregular and unusual periods, or in some abnormal way. Again,

the movements of the supposed child, if carefully investigated, are

found to be different in some respects from the usual foetal move-

ments. They may first be perceived unusually early, or, on the

other hand, at a period much later than that when the movement of

real quickening should first be noticed ; or they are felt higher up

towards the diaphragm, or much further to one side than is ever

the case with fcetal movements. And if you inquire of a patient

in this condition of simulated pregnancy who has previously borne

children, she will generally admit that the movements differ in cha-

racter from those which she had been wont to feel when truly preg-

nant, although she had never paid any particular attention to these

differences so long as she believed the sensations to be due to the

stirring of a child within her womb. There is, I say, usually some

irregularity in the form of some one or other of the leading indi-

vidual symptoms, altliough the combination of them all apparently

in perfection is at first very striking and extremely puzzling. You

must make up your minds to meet, in many cases in the most dis-

tinct form, with some of the single symptoms which are looked upon

as the most characteristic, and which are ordinarily supposed to be

conclusive and incontrovertible evidences of the occurrence of im-

pregnation. Thus the mammaj may undergo all the usual changes
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which occur in these glands during pregnancy, as happened to a

very marked degree in the case of a patient whom I had under my
care many years ago witli retroversion of the uterus. This lady

came to present almost all the symptoms of pregnancy, and the

changes in the breasts, in particular, were extremely well marked.

The mammae swelled ; their areolae were darkened in colour and

extended ; the cutaneous papillae became more pronounced, and the

superficial veins enlarged and prominent. The lady, as it happened,

was an excellent artist, and she made a sketch for me of the appear-

ances presented at this time by the mammae, making use of a mirror

for the purpose. Dr. Radford, of Manchester, was in Edinburgh at

the time, and saw the patient along with me. But I could not

make out any enlargement of the uterus itself ; and some of the

other symptoms were not well marked. By and by, all the consti-

tutional phenomena of pregnancy vanished, and thus showed that

the pregnancy had only been a spurious one. Afterwards the same

patient became really pregnant, and again she made a drawing of

the appearances presented by the breasts, which were not a bit more

tumid, and the areolae of which were not a bit darker in shade or wider

in extent, nor their cutaneous glandular follicles more enlarged than

they had been when she had laboured under spurious pregnancy.

One symptom connected with the mammary symptoms which is

often present, and often greatly deceives, is the secretion of a serous,

milky, or milk-like exudation, from the nipples. In some women,

but not by any means in all, there is formed a milky secretion in

the mammas during utero-ge.station ; and sometimes even in the very

early months of that state. When the mammte, or rather the nipple

and its vicinity, are compressed with the fingers, a portion of thin

serous-looking lactescent fluid, escapes from the orifices of the milk-

ducts, or it exudes spontaneously and without pressure, and on

examining it with the microscope you will see the usual character-

istic milk-globules in it. But I have seen these colostrum globules

with the microscope in a case of spurious pregnancy as distinctly as

they were ever seen in a case of true pregnancy. But marked and

striking as these various changes of the mammae in spurious jareg-

nancy thus sometimes are, you will find that here, too, there is

liable to be some irregularity in the symptoms. The secretion of

the gland is not set up, or the enlargement of the mammte is only

slight or partial, or the darkening of the areolae is not very deep or

decided, or the glandular follicles of the areolae are not correspond-

ingly enlarged. Sometimes all the more usual phenomena of preg-
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nancy are present in pseudocyesis, and eacli of these phenomena so

far a perfect imitation of the same phenomena in the true state of

utero-gestation ; but their spurious character is brought out when
you inquire into the order or succession in which these phenomena

have aj^peared. Thus the patient sometimes observes the swelling

of the abdomen or the quickening of the child before the suppres-

sion of the menses, and this inversion of the order of the symptoms

at once puts you on your guard, and makes you more careful in

your inquiries. Again, if you find a want of correspondence among
the symptoms of pregnancy described by your patient, it will equally

make you susj)icious of her state
; as, for example, if she si:)oke of

having had the catamenia suppressed for six or eight months, and

the feeling of quickening present for three or four months, and yet

the mammae were not enlarged, nor their areolae and nipples in any

corresponding degree altered and changed.

Again in pseudocyesis the liability to deception is greatly in-

creased, and the difficulty of making a true diagnosis of the disease

is often augmented by the imitation or repetition in cases of spuri-

ous pregnancy of individual peculiarities and special phenomena

presented in former real pregnancies. Let me try to impress this

fact upon you by stating some instances of spurious pregnancy in

which there was jiresented such a

Repetition of Special Idiosyncrasies,

seen in previous true pregnancies in the same patient. Some

women, as you are aware, are subject during the course of utero-

gestation, to peculiar discolorations or eruptions on parts of the

skin ; others to neuralgias in various situations
;

others, to increased

secretion of some of the glandular organs ; and others to the most

remarkable changes in temper and habits. Indeed, there is no

limit to the number of peculiar physical signs and functional

changes which may be presented by women when pregnant ; and

when these come to be repeated in the successive pregnancies of the

same individual—as is very frequently the case—they may very

legitimately be looked upon—and frequently, indeed, they are

regarded—as indices of the existence of that condition. But when

such a patient happens to be affected with spurious pregnancy, this

peculiarity may be repeated, and is then very likely to mislead alike

the patient herself and the practitioner into the belief that the preg-

nancy is a real pregnancy.

Several years ago I saw, along with the late Dr. Taylor, a lady
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who showed all the usual symptoms of pregnancy ; and who, at the

same time, was covered over the greater part of the body with a

papular eruption, such as she had invariably had in all her previous

pregnancies, and never at any other period. Yet on a closer exami-

nation of that patient, she was found not to be pregnant at all ; and

the eruption, as well as all the other sympathetic changes, was only

symjstomatic of a state of pseudocyesis. I have seen a case of

spurious pregnancy which was peculiar in this respect, that the sub-

ject of it had in her successive real pregnancies been troubled with

a profuse salivation, which was rej^roduced along with the other

changes in tlie spurious affection. I saw once a veiy singular case

of spurious pregnancy, where a lady who had previously given birth

to eight children, passed one period, and naturally thought she had

again fallen in the family-way, because the breasts enlarged and

began to secrete milk, while the abdomen became prominent, and

she felt movements resembling those of the fretus. On examining

the uterus I found it to be j^erfectly normal, and only slightly ulce-

rated around the os ; but the lady herself was firmly convinced

that she was really pregnant, because, in addition to all the symp-

toms I have mentioned, she presented this further very peculiar

one, that she lost great quantities of hair, and she had always had

such a falling out of the hair in her previous pregnancies. This

patient, let me just add, had a similar but less decided attack of

spurious pregnancy before the birth of her third child. At the

famous Gardner peerage trial, a woman, who followed the occupa-

tion of a monthly nurse, testified that she could always be perfectly

certain of the exact date of her pregnancies from the fact that she

fainted whenever quickening took place. Dr. Reid tells of this

nurse, that she afterwards came to him as a patient, alleging that

she was then seven months gone in the family-way, as she had

fainted in the same way as she used to do, and had afterwards felt

all the usual signs and symptoms of pregnancy. But on making a

more correct examination. Dr. Reid found that she had deceived

herself, for she believed that she was so far gone in utero-gestation

when she was only labouring under an attack of spurious pregnancy.

But the repetition or reproduction in an attack of spurious preg-

nancy of the exceptional and aberrant phenomena of real pregnancy

does not end here. I have told you, that a case of spurious preg-

nancy may end in a kind of spurious parturition, the patient show-

ing all the usual indications of being in labour ; and iji such a case,

if the patient happens in previous real labours to have presented
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any special and peculiar phenomena, these are liable to be again

produced in the course of the spurious parturition. Thus, Klein

reports the case of a patient who had always been the subject of

convulsions when in labour, and who became the subject of an

attack of spurious pregnancy, ending at the usual period in a kind

of spurious labour, which was also complicated with convulsions.

But, I repeat, however closely all the ordinary symptoms of

real pregnancy may be represented and simulated in the spurious

affection, and however minutely even the individual idiosyncrasies

sometimes seen in the former may be imitated in the latter, there is

usually some deviation from the ordinary course of events, and some

difference in the character, order, or correspondence of the ordinary

phenomena, which may serve to put you on your guard, and lead to

the discovery of the true state of affairs. Such deviation or differ-

ence, however, is generally not of itself sufficient to enalile you to

decide upon the nature of the case, and you can only be sure that

you have to do with spurious pregnancy by having recourse to the

aid of , .

Physical Diagnosis.

For this purpose you may avail yourselves of the assistance of

—

1. Auscultation; 2. Percussion of the abdominal swelling; 3. Of

tactile examination of the uterus
;
and, 4. Of relaxation of the tense

abdominal walls, by the use of chloroform or other anaesthetics.

1. Auscultation affords in pseudocyesis only negative results, or

ought only to afford such. But I have seen more than one case of

the disease in which the practitioner—perhaps led astray by the

strong assurances and fervid belief of the patient herself— has

imagined that he heard something like the sounds of a foetal heart,

where there was no foetus present to produce any such sounds. Several

years ago I had a lady placed under my care from a neighbouring

part of the United Kingdom, in whom a physician—who had writ-

ten a work, and a very excellent work too, on Auscultation in Preg-

nancy—fancied he had heard, three or four months previously, the

sounds of a foetal heart
;

and, though all due preparations were

made, no child was born. It was nothing but a very marked instance

of pseudocyesis. It is only necessary for me now, I believe, in the

present advanced state of stethoscopic study and practice, to mention

the possibility of such an error in order to guard you against the

committal of the error itself.

2. Percussion of the Abdomen is generally a most valuable means
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of diagnosis in the discrimination of pseudocyesis. By its aid you can

often arrive at an almost absolute certainty as to the spurious nature

of the pregnancy. When the abdomen is swelled up and made

prominent from the distension of the bowels with gas, you of course

obtain a resonant and even tympanitic sound on making percussion

over it
;
whereas, as you all know, the sound is perfectly dull when

the prominence is due to the enlargement of the gravid uterus. But

sometimes percussion is painful from the over-sensitive state of the ab-

dominal surface and walls, and sometimes the amount of fat deposited

in these walls and in the omentum—especially in cases of pseudo-

cyesis occurring towards the termination of menstrual life—diminishes

the applicability and certainty of this diagnostic test. In these, and

in other cases, you can usually surmount every doubt and difficulty

which may exist, by having recourse to the two remaining means of

physical diagnosis which I have named.

3. Tactile Examination is usually indispensable, in order that you

may arrive at perfect certainty. In using it you must make a care-

ful physical examination, both internally and externally, remember-

ing that the result of that examination may be of the greatest

importance, and a matter of momentous interest to the patient.

On examination per vaginam you will feel that the os and cervix

uteri are small, and you can make out pretty well that the uterus

itself is moveable. But there is a greater difficulty than usual in

judging of the size of the body of the organ in such a case. You'can

usually derive great assistance in making your diagnosis of various

morbid conditions of the uterus by applying one hand to the fundus

externally through the abdominal wall, while you apply one or two

fingers of the other hand to the cervix internally through the

vagina, for thus you can catch the uterus between the two hands,

so as to define and determine exactly its degree of enlargement.

And if in any case of spurious pregnancy, by feeling the uterus

simultaneously with both hands, we can thus measure its size and

make out that it is of nearly normal dimensions, or at least not by

any means enlarged to a degree commensurate with the alleged date of

utero-gestation, we have a most decisive evidence of the true nature of

the affection. EecoUect, further, in making this tactile examination of

the uterus, that the organ is sometimes in some degree enlarged in

pseudocyesis, without there being any disease in it ; that the organ

may be enlarged also, and to a great degree, from fibroid tumours

and other organic causes, a combination with pseudocyesis, of which

I have seen several examples in practice
;
and, above all, that retro-
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version or retroflexion of the non-pregncant utems often co-exists

with pseudocyesis, and often leads to the supposition that the uterus

is increased in size, when the apparent increase is merely produced

by displacement of the viscus. But in some cases of spurious preg-

nancy it happens that we cannot succeed in making a perfect and

satisfactory tactile examination at all ; and why 1 Because the

abdominal walls may be, and often are, naturally thick, the sub-

cutaneous tissue being filled with fat
;
but, independently of that,

there is in many of these cases a firm unyielding swelling of the

abdomen which you might suppose to be due to the enlargement of a

gravid uterus, but which is in reality due to a tympanitic state of the

bowels, and a peculiarly tonic condition of the abdominal muscles ;

and the abdominal walls are so firm and tense, and resist the pres-

sure of the hand so effectually, as to render it utterly impossible for

you to make out the size and contour of the uterus. Now, how
are these obstructions to be overcome 1 Very simply, by the use of

anaesthetics.

4. Chloroform will generally, in any case of doubt, solve the

difficulty completely, if only given deeply enough. When the

patient is fairly put to sleep with chloroform, the tense abdominal

muscles become perfectly relaxed, and on pressing on the abdomen,

you will find that the walls will give way before your hand, and

sink backwards till you can feel the spinal column quite distinctly,

and you then find the uterus to be of normal size. The phenomena

presented by that phantom tumefaction of the abdomen while the

patient is being anaesthetised, are very singular. When the patient

lies down on her back, and the abdomen is uncovered, it is seen to

be projecting, swollen, rounded, and defined, like the abdomen of a

pregnant woman ; but generally, as I have said, with an appearance

of ^unusual constriction around the lower edge of the ribs. No
change occurs during the first stage of the administration of the

anaesthetic, and until the period of excitement has passed over, the

swelling continues, and the muscles remain rigid and tense as at

first ] but gradually, as that stage passes off, and the respiration

offers to become sonorous, the muscles begin to be drawn in, and

the abdomen slowly flattens, ujitil it assumes its proper size, or even

becomes depressed and relaxed, like the abdomen after delivery.

So long as the patient remains in a deeply anaesthetic state, you can

make the most complete and satisfactory examination of the state of

the uterus, and, indeed, of all the abdominal organs ; and you may

have recourse to this expedient with perfect safety and success in
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doubtful cases of real pregnancy also. But when she comes out of

her sleep again, in a case of spurious pregnancy, the muscles begin

to arch up and to become tense as before, so that by the time the

patient is fully awake, the abdomen is as large and rounded as

ever, and the necessary examination again becomes painful. For, as

I have already hinted, the patient has sometimes in pseudocyesis a

degi'ee of tenderness in the abdomen that renders her very intole-

rant even of a slight amount of pressure. The patient having

wakened up and found the apparent tumour still jjresent, fails her-

self to be convinced of the fact that it had, for a time, been dis-

pelled. But you may, ijerhaps, convince some of her friends of the

absence of any real tumour, and their corroborative assertion may

go far to bring her to a sound and proper belief afterwards. I had

once a poor peasant's wife, from Berwickshire, with sj^ui'ious preg-

nancy, who bothered all her friends, and kept them in a state of

contiiuied anxiety and trouble, because she was always going into

labour, until she had arrived at a period which corresponded in her

reckoning with the thirteenth month of utero-gestation. She was

one of those persons whom it was utterly impossible to convince by

any. argument of the true nature of her affection ; and her great

confidence in the reality of her pregnancy had imposed on her

friends, and led them for long to share in her kind of monomania,

—for, after all, the mind is really in such a morbid state in some

of these cases as to deserve the name of monomania. Having put

her under the influence of chloroform, I called her sister into the

room, and made her feel the spine through the collapsed abdominal

walls, and succeeded thus in demonstrating to her entire satisfaction

that there was no child in her sister's abdomen. But the patient

waking up, and finding no change in her condition and form, might

have remained unshaken in her belief, and, indeed, was still for

stoutly affirming that she was pregnant, when her sister shut her up

with, " Haud your tongue, woman ! You've naething in your

wame, for I felt your backbane mysel' wi' my ain hand !

" I have

no very satisfactory explanation to offer you of the nature of this

very strange abdominal swelling, and of the peculiar phenomena

observed in it, when the patient is in a state of ansesthesia. Some

years ago I made a number of observations on some of our hospital

patients, to try and solve the difficulty. Some medical friends who
had been told of the remarkable effect of the chloroform, were quite

certain that the swelling must have been due to distension of the

bowels with gas, which, they averred, must have escaped unobserved
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when the sphincter was relaxed during the deep sleep induced by

the drug. But that this was not the proper explanation, we easily

proved, by introducing a tube into the rectum, and putting the free

end of it under water, and then finding that no bubble of air

escaped during the ansesthetic subsidence of the swelling. I believe

that the phenomenon most probably depends on some aflfection of

the diaphragm, which is thrown into a state of contraction, and

pushes the bowels downwards into the abdominal cavity. I am
the more convinced that this is the true explanation, from the fact

that you can sometimes make the abdominal swelling disappear for

a second or two, by getting the patient to take a deep inspiration,

and then suddenly breathe out again ; or by making her count as

far as forty or sixty without drawing in a breath, whilst you keep

the hand pressing firmly and steadily on the abdominal wall. But,

whatever be the explanation, the value of anaesthesia as an adjuvant

in aiding and establishing a correct diagnosis of such cases cannot

be overrated.
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LECTURE XXIV.

ON SPURIOUS PREGNANCY—ITS PROGNOSIS, PATHOLOGY,

AND TREATMENT.

Gentlemen—My last lecture was devoted, as you may please

to remember, to the consideration of Spurious Pregnancy, or

Pseudocyesis, a form of disease which, as I then told you, is in its

more comj^lete, but especially in its interrupted or fragmentary

forms, by no means rare in practice, and ofttimes very puzzling to

the practitioner. Until you have met with a model case, and

perhaps been deceived by it, you would hardly believe how readily

you might be led into the mistake of making a false diagnosis. To

show you how far the deception may sometimes go, let me state

that a lady came to me from the country a few days ago with

pseudocyesis, and bringing with her a letter from her medical

attendant, a highly experienced and intelligent practitioner, who

writes me that all the symptoms of pregnancy were at one time

very decided, and that he even made himself believe he heard the

sounds of the foetal heart on applying the stethoscope to the patient's

abdomen. Such a mistake might easily be made by any of us,

and the possibility of its occurrence may serve to impress upon

your minds the importance of studying and making yourselves

practically familiar with all the various means which are likely to

enable you to obtain a clearer insight into the nature of the

affection. In continuing this subject, now, let me say a word or

two, first of all, as to

The Prognosis of the Disease.

Spurious pregnancy does not always run a defined and deter-

minate course, and the period of its existence differs in different

cases without our being able to assign any particular cause for the

variation.

1. The symptoms may be all more or less fully established,

and go on unintermittingly for a few weeks or months, and then



380 SPUEIOUS PREGNANCY, OR PSEUDOCYESIS.

suddenly break down and disappear. There is a cessation or

abortion, as it were, in the course of the disease. In pseudocyesis

among the unmarried, this is, perhaps, its most common mode of

termination.

2. The sjonptoms may continue for the space of nine months,

and the delusion that a real pregnancy is running its normal course

may be kept up till the end of the usual period of utero-gestation,

when the series of the phenomena of simulated pregnancy may
be concluded by the development of the phenomena of simulated

parturition
;

or, what occurs far more frequently, the disease may
be brought then to a more or less speedy termination without the

production of any such symptoms.

3. In some cases the train of symptoms goes on uninterruptedly

even after the patient has passed the ninth month of her supposed

pregnancy, and does not break up till she has reached the tenth,

fourteenth, or eighteenth month. I saw a patient to-day who
knows that she is labouring under spurious pregnancy, and who has

felt movements which she supposed to be foetal for fourteen months.

There is another patient coming occasionally to my house at

present, with well-marked symptoms of spurious pregnancy, in

whom I amputated the cervix uteri some twelve or fourteen years

ago, and who since that period has never borne any children, but

continued to menstruate regularly up to about eleven months ago.

Nine months since, she came to me believing herself pregnant, but

as the uterus .was quite empty and only somewhat retroverted, I

assured her that she was not in the family-way at all. A month

ago, however, she returned, averring that I must have been mis-

taken, because soon after the date of her previous visit, she had

begun to feel the movements of the child, which still continued

very vigorous and distinct. She owned, certainly, that the move-

ments were peculiar, and situated much higher up under the

diaphragm than she had ever felt them in her real pregnancies, and

on examination the uterus was found to be in exactly the same

condition as it was nine months ago. Under the use of some of

the remedies, of which I shall have to speak immediately, her

symptoms have begun gradually to disappear. She is still inclined

to aver that there is a child there, and that the child's movements

are now lower down in the abdominal cavity, and she still retains a

lingering expectation that she will soon be delivered ; but her faith

in the genuineness of the pregnancy has been materially shaken,

and is slowly giving way.
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4. The duration of the disease may not be limited by months,

for the series of symptoms may continue and the delusion be kept

up for years. I have seen patients living in the belief that they

were pregnant, and deluding themselves with vain hopes for long

periods, frequently making preparations for their approaching

confinement, and still persisting in their belief after oft-repeated

disappointments. I have seen the disease go on in this way till the

patient's mind became unhinged and she became incurably deranged.

There is a lady in an asylum in the neighbourhood of this city

who avers that she has inside her a child, which, according to her

reckoning, must now have attained the age of, at least, ten years
;

and the last time that I had occasion to be in that institution, I

saw that lady, and was favoured with the old announcement that

she was to require* my services very soon now. Such cases are,

happily, extremely rare ; but you do meet with them occasionally,

and not in patients within the walls of a lunatic asylum only. It

is told that a lady once came to Dupuytren to ask what was to be

done in her case, as she had now been in the f;«nily-way for

fourteen years—and the great Parisian surgeon gave it as his

opinion, that as the boy must be tolerably well grown by that time,

the best thing the lady could do was to swallow a tutor immediately,

that his education might not be neglected !

Pathology of the Disease.

The question as to the pathological nature of this peculiar form

of disease is still involved in great obscurity. On making a local

examination of the organs of generation, with the expectation of

discovering in them the source of all the other changes, we may find

these organs in very diflFerent states in different cases.

First. We may find the uterus and ovaries affected by some

common form of disease. Not unfrequently the uterus is felt to be

hypertrophied and engorged ; or it may be in a state of anteversion

or retroversion ; more frequently still, perhaps, there is some degree

of ulceration ; or some form of eruption on or around the os and

cervix ; or a slight degree of inflammation in the body of the organ.

Or the ovary may be enlarged, or otherwise morbidly affected
;

as in one of the most perfect cases of spurious pregnancy I ever

saw, where the series of symptoms seemed to liave taken their origin

in an abscess of the ovary. But,

Secondly. Far more frequently we find no trace of uterine or
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ovarian disease whatever, so that when we do meet with morbid

states of the uterus and ovaries as complications of spurious

pregnancy, we can hardly recognise them as essential causes of

pseudocyesis, but must rather regard them as coincidences ; and

this all the more, when we recollect how common such diseases

are among women who present no such sympathetic constitutional

phenomena at all.

Thirdly. When observed in the lower animals, spurious preg-

nancy has been remarked to occur within a certain period after the

time of heat, and to be distinctly connected with that condition;

so that in them it is most probably dependent on the physiological

change or changes which are at that time set up in the uterus

and ovaries. Menstruation in the human female, as you know,

corresponds to the phenomenon of heat in the lower animals, in as

far, at least, as the process of ovulation and the ripening of a

Graafian vesicle is concerned ; and I believe that the aggregate of

symptoms which we class under the designation of " spurious

pregnancy " in women, is in some way or other dependent upon the

changes which occur in the ovaries and in the uterus at the period

of menstruation. When the irritation associated with the normal

or physiological changes in these organs is somewhat excessive

either in degree or in duration, and is repeated from month to

month, the sympathetic phenomena excited at one period have not

had time, in some instances, to subside, before a new stimulus is

supplied for their continuation by the recurrence of the menstrual

molimen. True pregnancy occurs when the ovulum which escapes

from the Graafian vesicle duly meets within the mother's body with

male spermatozoa, and as a consequence, a long nine months' series

of local and constitutional phenomena immediately begins to be set

up. But the same series of constitutional phenomena, at least, is set

up in cases of pseudocyesis when an ovulum escapes, or a reproductive

nisus occurs, without any male spermatozoa being present, these

phenomena occasionally ending, as we have seen, at the usual

extreme term of utero-gestation, in a simulated parturition, or in a

kind of Lucina sine fo&tu, just as in some cases, as among the

unmarried, they commence by a kind of Lucina sine concubitu, to

borrow the language of the old physiologists. Experimental

physiology, or experimental pathology, if you choose rather to call

it so, might probably throw some light upon the subject. It is,

at all events, extremely probable that careful observation of the

phenomena of the disease as they occur in the lower animals, and a
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minute examination of the generative organs of some of them,

which have been killed when in this state, might lead to the

discovery of some appreciable and perhaps morbid condition of

these organs, which would serve to explain the peculiar phenomena

of this disease. Perhaps we would find the corpora lutea, under

such circumstances, tending at least to simulate in their develop-

ment and growth the corpora lutea of pregnancy. Pseudocyesis,

let me again, in conclusion, repeat, though it may sometimes be

found to be associated with, and to be exaggerated and continued

by, uterine or ovarian disease, yet it is not so necessarily or even

most frequently
;
and, further, the local disease which is present

may be of the most variable description. So that, on the whole,

the disease would seem to depend rather on some disturbance of

the ordinary function of the generative organs than on any organic

disease of these organs attended and attested by organic changes in

their intimate anatomical structure.

Treatment of the Disease.

But although, as pathologists, our knowledge of the nature and

causes of pseudocyesis is so very limited and so very vague, as

practitioners, fortunately, we can do a great deal towards moderating

the symptoms and modifying or arresting the course of the disease.

For in almost every case there are some indications for treatment

clearly presented to us, and by skilfully fulfilling these, we can

often succeed in cutting short and disjielling the whole of the

phenomena. The principal indications which we require to look to

are the following :

—

I. Eaise or Restore the Standard of Health.

You will find that many of the patients affected with spurious

pregnancy are in a state of impaired general health
;

and, inde-

pendently of the nausea and vomiting which form part of the

special symptoms requiring special treatment, they frequently suff"er

from indigestion, and are often very hypochondriacal. When such

is the case, you will give material aid to the action of more specific

remedies, and do much towards the cure of your patient, by the

administration of bitter vegetable infusions, and of such tonics as

ma,j seem to you to be best fitted in each particular case to increase

the general tone and vigour of the patient's constitution.
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II. Counteract or Cure any existing Uterine or Ovarian Disease.

Though this indication may not require to be fulfilled in the

majority of cases of spurious pregnancy, seeing that in most you

find, as I have said, no disease of the uterus or ovaries at all, yet

when such diseases are present, it becomes a matter of paramount

importance to employ all the usual remedies adapted for their cure

;

and that not because these diseases are of themselves sufficient to

lead to the development of spurious pregnancy, but because the

irritation they excite in the generative organs plays an important

part, if not in the production of that malady, at least in its con-

tinuance, and must be counteracted and controlled by all appropriate

means. When the os uteri is ulcerated, we must promote the

healing of the sore by the ordinary means and applications ; when

the organ is inflamed acutely, or as it more frequently is, sub-

acutely or chronically, we must apply leeches and counter-irritants,

and employ the various antiphlogistics ; and so on with all other

forms of disease of the uterus or ovaries that may happen to com-

plicate any particular case.

III.

—

Administer Uterine and Ovarian Sedatives.

Perhaps the most important indication that presents itself for

fulfilment in every case of pseudocyesis, is to diminish or dispel

the irritation which we suppose in almost every case to have been

set up in the uterus and ovaries, and which we believe to be the

immediate exciting cause of all the other phenomena of the disease.

Where this irritation is produced by, or connected with, any

recognisable morbid condition of the organs of generation which is

amenable to treatment, you must, as I have just stated, have

recourse to all the usual remedies for the cure of that morbid state,

in the hope that, as the local disease is cured, the symptoms of

pseudocyesis may subside. But where there is no form of appre-

ciable organic change to be detected, as is the case, I again repeat,

in the greater number of instances, and where there seems to be

merely some functional disturbance attended with irritation or

excitement of the uterus and ovaries, then you must have recourse

to the use of remedies which are likely to act as direct sedatives

of the generative organs. But you may ask me. Have we any

such remedies? To such a question I am inclined to reply by

stating that I believe we have remedies of the kind indicated in the
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bromide and the iodide of potassium. I know, at all events, that

by the administration of these drugs, and particularly by the

administration of the bromide of potassium, I have often succeeded

in cutting short the disease, and in causing the train of symptoms to

be suddenly broken down, after they had been in existence for a

few months only, instead of allowing them to go on and annoy the

patient till the completion of a period corresponding to the usual

term of utero-gestation, or even for a greater length of time ; and

this striking effect of these remedies I am disposed to attribute to

some specific sedative action exerted by them on the uterus and

ovaries. And there are other facts known with regard to the use

of these drugs, which go far to confirm the idea that they are

possessed of such an action as I refer to. It is on this supposed

action, for example, that Sir Charles Locock founds his recom-

mendation of the bromide of potassium for the cure of ejiilepsy

connected with menstruation. There is, as you are aware, a form

of epilepsy which is liable to attack females, and more particularly

young girls who have just reached the age of puberty, and who

become subject to an attack of epilepsy immediately before, during,

or after the recurrence of every menstrual period. The onset of

the epileptic fits seems to be directly connected with some obscure

kind of irritation set up at these periods in the organs of genera-

tion
;
and, according to the experience of Sir C. Locock and others,

this type of disease, which rarely yields to any other mode of

treatment, may sometimes be cured by the use of bromide of

potassium, which probably acts by quieting the excitement of the

uterus. From these and such like observations as to the action of

the bromide of potassium on the uterus, I was first led to try the

effect of it in cases of spurious pregnancy ; and from what I have

seen of its efficacy in these cases I can recommend you very

.strongly to have recourse to its administration. Give five or ten

grains of it three times a-day, either alone, or with the addition

of from two to three grains of iodide of potassium, and I feel

certain that you will often succeed in checking the progress of the

morbid symptoms, and so in relieving your patient's mind of much
anxiety, and in saving her much needless trouble and prolonged

distress. The remedy, let me add, has this further recommendation,

that it often proves a good tonic, so that its use is not contra-

indicated by any constitutional debility on the part of the patient.

The bromide of potassium, led me add, may also be applied locally

to the uterus by having it made up in the form of a medicated

VOL. III. 2 C
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pessary, and its action may then be aided or supplemented by the

admixture of some other sedative, such as morphia or belladonna.

Or you may employ other local sedatives. Thus I have sometimes

attempted to allay uterine irritation in such cases, and more

particularly where it was attended by, or amounted to, a certain

degree of neuralgia, by the introduction of a stream of carbonic

acid gas, or of that gas combined with the vapour of chloroform,

into the vagina, in the manner I explained to you when treating of

the palliative treatment of carcinoma of the cervix uteri. Some-

times, also, I have used leeches locally with a similar view. By the

mere application in this way to the uterus of local sedatives you can

never, perhaps, expect to produce such a powerful effect on that

organ as will lead to a cure of the disease ; but I believe you will

often find them most useful adjuvants to the internal remedies. But

besides attempting to arrest the whole train of morbid phenomena

by this kind of radical treatment, there remains, finally, one more

indication to fulfil, for you will be obliged in most cases to try

more or less to

IV. Reduce and relieve the Individual Symptoms.

The two symptoms which chiefly call for treatment in the course

of the disease, are, first, nausea and vomiting, which are often -as

persistent and prostrating in cases of spurious as in cases of genuine

pregnancy
;

and, secondly, tympanitis, which often gives great

annoyance from the persistent attendant increase in the size of the

patient.

a. Treatment of the Nausea and Vomiting.— The sympathetic

sickness and vomiting of real pregnancy are, as you know, sometimes,

though happily very rarely, so alarming and unmanageable as to

oblige us to sacrifice the existence of the embryo to save the life of

the mother by procuring abortion. Yet our treatment of symptoms

which are thus occasionally so distressing and formidable, is in

every instance of an altogether empirical nature, and when the same

symptoms occur to such a degree as to call for treatment in any case

of spurious pregnancy, they must then also be met by means which

are purely empirical. It is just possible, indeed, that if by the

application of leeches to the uterus and counter-irritants to the sac-

rum, aided hj the employment of various antiphlogistics, we succeed

in subduing some co-existing metritis,—^or if, by other appropriate

means, we effect a cure of any other co-existing disease of the utenis



TREATMENT OF VOMITING. 387

—our treatment may, at the same time, have the effect of subduing

the concomitant sickness. Or the internal administration of bromide

of potassium may, perchance, fulfil at the .same time the double

indication of diminishing the uterine irritation, and dispelling the

sympathetic nausea and vomiting. But where this combination of

secondary symptoms—namely, nausea and vomiting—really occurs to

such a degree as to prove distressing to the patient, as it not unfre-

c^uently does, it then demands some specific treatment, and, if one

or two methods fail, you may recpire to put your patient through a

course of many different medicines, and to ring the changes on all

the drugs that are usually found to act most powerfully and certainly

as sedatives of the stomach, before you meet with ultimate success.

Sometimes you can moderate and remove this sympathetic nausea

and vomiting by regulating the diet of the j^atient with some degree

of strictness, and especially by giving food in small quantities and

often, instead of loading the stomach with a large meal, and desiring

her to take everything cold, or even iced. External counter-irrita-

tion over the stomach is prescribed by some physicians, and others

advise us to apply morphia, etc., to such a surface when the cuticle

has been removed by blisters. The internal remedies which are

used for allaying nausea and vomiting, whether these ijhenomena be

secondary and sympathetic, or directly due to some disease or dis-

order of the stomach itself, form a class comprising many and very

difl'erent drugs ; but from tlieir very number and variety you may
learn how uncertain each one of them is, and how frecjuently you

may be baffled and obliged to try one after another before you suc-

ceed in relieving your patient. You can rarely, if ever, tell at first

what remedy will prove successful in any particular case, and you

must be prepared, when disappointed with the effect of one, to have

recourse to the administration of some other form of sedative. In

many cases you will very naturally have recourse, in the first in-

stance, to the use of tliat most generally efficacious of sedatives

—

opium. You may administer it, for this purpose, in any of the

multitudinous forms of the drug, but always in very small doses,

corresponding to a fourth, a third, or a half of a grain of the solid

opium. It may be given alone
;
and, perhaps, no form of it is more

convenient or more agreeable to the patient than solid opium in the

form of a very small pill ; or it may be given in the form of powder

combined with some other simple sedative, such as the sub-nitrate of

bismuth, or that other preparation of bismuth which is now coming

into fashion, and which is supposed to be more certain and speedy
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in its action, inasmuch as it is more easily soluble in the juices of

the stomach—I mean the carbonate. But there are many patients

with whom opium in every guise and in every combination disagrees,

and its use is here attended with this further drawback, that it tends

to produce or keep up constipation of the bowels, which is one of

those symptoms which you are called upon to control. The vomit-

ing may often be checked and the nausea abated by the administra-

tion of one or two drops of prussic acid given in a teaspoonful of

water, or in some syrup. When other means have failed, you may
sometimes succeed in fulfilling the same indication by the use of two

or three drops of naphtha, administered, perhaps, in a teaspoonful of

the tincture of hops, which is certainly a very disgusting mouthful,

but sometimes apparently of essential service in different kinds of

vomiting. The chief objection to the use of this remedy is its dis-

agreeable taste ; and this objection holds good also in the case of

creosote, another supposed potent and kindred anti-emetic. In

administering any of the remedies to which I have referred, you

will do well to combine them occasionally with some of the ordinary

carminatives, with the view at once of obtaining the effect of that

class of medicines, and of covering the unpleasant taste of the special

remedy. A less disagreeable agent, or rather, one whose use is posi-

tively pleasant, is carbonic acid gas, which is frequently efficacious,

and which is always easily procurable. The only caution to be

observed in its employment is that you must give it in moderate

quantities, and not to such an amount as to produce over-distension

of the stomach. You have it always at hand in champagne, soda-

water, and the various aerated drinks, or you may order it in the

form of an old and celebrated remedy once very extensively em-

ployed and known as the anti-emetic " potion of Riverius," which

was a draught composed of a solution of a scruple of salt of worm-

wood (or carbonate of potass), mixed with a tablespoonful of lemon-

juice. Effervescing wines are sometimes useful in small doses, both

as containing carbonic acid, and as gentle stimulants when the latter

are required. Again, you will find that swallowing frequently small

pieces of ordinary block ice is often of very great avail in checking

vomiting and allaying sickness ; and I would recommend you in

particular to have recourse to this remedy whenever the patient is

at all feverish, or when she suffers from thirst. Salicine is at pre-

sent, I believe, a favourite remedy with some English physicians,

and is frequently prescribed with success, in the form of a pill, pow-

der, or solution, containing two or three grains of salicine to be taken
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three or four times a-day. From the class of metallic bodies we
derive a number of remedies which are of essential service in cases

of sympathetic vomiting. Such are the nitrate and oxide of silver,

which, as well as the preparations of bismuth to which I have

already alluded, have long been regarded and employed as amongst

the most valuable agents we possess in many forms of the affection.

In acetate of lead you have another therapeutic agent of occasional

value as an anti-emetic, although it is more known and esteemed

for its many other imjJortant medicinal virtues, than for the pro-

perty which it possesses of allaying irritability of the stomach and

sympathetic vomiting. Some fifteen or sixteen years ago I saw a

case, in consultation Avith the late Dr. Abercrombie and Dr. Argyle

Robertson, where the patient, who was in one of the early months

of pregnancy, suffered from vomiting to such a degree that she was

utterly prostrated ; and at last it was thought we should be com-

pelled to induce premature labour, or rather abortion, to save her

life. But on the suggestion of Dr. Abercrombie it was agreed,

before having recourse to this extreme measure, to make trial of the

effect of acetate of lead, which was almost the only drug of the class

that had not been administered, and, to our great delight, the result

of the trial was that the vomiting was immediately restrained and

finally checked by the administration of the drug. You may never

be obliged to make such an application of this agent ; but lest

occasion for it should arise, it will be well for you to bear in mind

this property of it. I have never seen the vomiting of pregnancy,

whether real or spurious, assume the form of hsematemesis, and I

believe that such is an extremely rare occurrence ; but I am certain

you will excuse me, even although it may thus appear somewhat

foreign to the subject in hand, if I take occasion here to inform you

of the very striking and satisfactory effect which I lately Avitnessed

from the use of a solution of perchloride of iron in glycerine in a

case of vomiting of blood. The patient, whom I saw in consultation

with my friend Dr. Andrew Wood, had been vomiting up great

quantities of coagulated as well as fluid blood, and a great many
different remedies had been employed, but without any good result.

Having had frequent experience of the effects of the local application

of perchloride of iron in ai'resting hemorrhage, I proposed that some

should be introduced into the stomach, in the hope that by coming

into contact with the blood at the vascular orifice, or orifices rather,

fi'om which it was escaping, it might lead to its coagulation there,

and so prevent its further flow. Accordingly, after a severe fit of
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vomiting, by Avhich the stomach seemed to be for the time emptied

of its contents, the patient was made to swallow a teaspoonful of the

concentrated solution of perchloride of iron in glycerine, and from

that hour to this, now several weeks ago, she has had no return of

the vomiting. You need have no fear, I believe, of any bad conse-

quences from the use of this remedy ; at least, I know from experi-

ence that a much larger dose than that which I have indicated may
be given with perfect impunity. For having had occasion once to

carry to a patient's hotel some of the liquid to apply to leech-bites

on the cervix uteri, which happened to bleed for an unusual length

of time, I left the bottle of the liquid in the patient's room, to use

if the bleeding recurred. The lady's husband was at the time

absent, but being an Englishman who believed that the prime duty

of every practitioner was simply and purely to administer drugs,

when he came in and was told that no medicine had been given,

but that the doctor had left a bottle behind him, he savagely in-

sisted on making his unfortunate wife swallow all its contents, about

two ounces of perchloride of iron solution. I was horrified when

I heard of what had been done
;
but, as it turned out, my alarm

was groundless, for no bad effect whatever ensued, except that the

walls of the patient's mouth felt for a time mercilessly puckered and

pulled together.

I have thus named to you a variety of remedial agents, all of

which, whether singly or combined, are more or less efficacious for

the cure of vomiting ; but I have not as yet said anything regard-

ing the drug which I have found to be, of all individual remedies,

the simplest and surest agent that can be administered for arresting

the sympathetic vomiting of pregnancy. The drug I refer to is

oxalate of cerium, which I have seen successful in curing vomiting

in a larger proportion of cases than any other single remedy which

I have used ; and its good effects are not confined to the forms of

vomiting which depend on the sympathetic derangements of the

stomach caused by changes, functional or pathological, in the uterus

or other organs, but are manifested also in those forms of the disease

which are due to different morbid conditions of the stomach itself

Cerium is, as you know, one of those rare and little-known metals

which were first discovered in the early part of the present century,

and is found chiefly in the Scandinavian mines, combined in small

proportions in various minerals. I believe that any of the other

preparations of the metal would fulfil the indication equally as well

as the oxalate, which is used simply because it is the most easily
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procurable salt of cerium in the market ; oxalic acid being used to

separate the cerium from the metal with which it is most generally

combined in nature, namely didymium. The action of cerium on

the stomach seems to be that of a sedative tonic, resembling in some

degi'ee the action of the salts of silver, and bismuth ; and I have

seen it succeed in curing the most obstinate cases of vomiting so

much oftener, and so much more speedily, than any other remedy,

that I have come of late to have great faith in its employment.

I would not lead you to suppose that by the administration of a

cpiantity of oxalate of cerium you will succeed in curing every case

of vomiting, or even in alleviating it in every case ; but I am
certain that you will find the remedy successful in a larger majority

of instances than you will find any other one drug. You may give

one or two grains of it, three times a day or oftener, in the form of

pill, or mixed with a few grains of gum tragacanth, in the fomi of

a i^owder. The vomiting usually ceases after a few doses have

been taken ; but in some cases it does not abate till the remedy has

been persevered with for several days. The effect is sometimes

instantaneous. I had a patient some time ago from the west of

Scotland, and when her husband first came to ask me to visit her,

I was engaged and could not go, but after hearing his account of

the case, I gave him a jjrescription for cerium pills, which I desired

him to administer to his wife till I could get to see her. He came

back next morning, asking what the medicine was which I had

given him, for the effect of it had been like magic. The vomiting,

which had been going on almost incessantly, and which nothing

seemed to have any power of alleviating, ceased upon the adminis-

tration of two doses of the cerium. In a previous pregnancy in

this patient it had been made a question for a medical consultation

whether abortion should not be induced, to save her from the

effects of uncontrollable sickness and vomiting. But the good

result is, unfortunately, not always so immediate. One of the

earliest cases in which I employed it was in the case of a lady who
came from Greenock, when she was pregnant for the fourth time,

and had arrived to between the third and fourth months of gesta-

tion. For these three and four months she had been always

vomiting many times a day, and often during the night also ; and

that whether the stomach was empty or full. She could take but

very little food, for she always sickened at the sight of it. It had

been the same in all her former pregnancies ; and on the occasion

of the first of them the vomiting was so severe as to bring on a
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miscarriage, and the patient's own life was despaired of. She got,

first of all, one grain of oxalate of cerium, but vomited three hours

afterwards. She was then told to take a grain every three hours

for a day, and afterwards one grain thrice a day. This was

successful in checking the vomiting, and a few days afterwards she

left Edinburgh, feeling quite well, eating her meals heartily, and

free from all sickness. Everything had been tried by different

medical men in the West which afforded any prospect of relief, as

creosote, prussic acid, bismuth, lime-water, ice, champagne, opium,

blisters, etc., but all without effect. The only thing from which

she ever experienced any benefit, and that was only very transient

and temporary, was calcined magnesia. Yet, as I have told you,

it required only a very few doses of oxalate of cerium to produce a

perfect cure. Shortly afterwards, I saw, with Dr. Craig of Eatho,

a case of severe and persistent vomiting in pregnancy, where he had

tried everything ; but in vain. She, too, was cured by a few doses

of cerium. When the propriety of entering this and other modern

remedies in the new Pharmacopoeia to be published by the Medical

Council was lately debated, it was objected that so little of the

drug is used that it is not worth while classifying it among the

other recognised medicinal agents. But on making inquiry lately

at the drug'shop of Messrs. Duncan, Flockhart, and Co., in this

city, I was told that they had sold as much as sixty-four ounces

during the preceding twelve months, and I feel assured that it

only requires to be more widely known to make it more exten-

sively esteemed and employed as a general metallic sedative tonic.

But it is time that I should proceed to say a word or two as to the

h. Treatment of the Tympanitis.—The enlargement of real preg-

nancy will be borne by most patients without repining, whereas the

distension of the abdomen which forms one of the most deceptive

and striking symptoms of spurious pregnancy, is a source of constant

complaint ; and you will frequently be called upon to do all in your

power to relieve it. Although the phenomenon is in a great measure

due, as I have already endeavoured to explain to you, to a peculiar

action of the diaphragm, as is shown by the flattening of the

abdomen, which is seen when the action of the muscles is modified

by the influence of anesthetics
;
yet there is in most cases a physical

cause which operates in some degree towards the production by

continuance of the protuberance, and which you can, in some

measure, overcome by means of medicaments—I mean, of course,

flatulence. For this a variety of remedies may be employed, and
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perhaps there is none which you can use with more success than

the ordinary compound galbanum pills of the Pharmacopoeia, of

which the patient should be made to take two, twice or thrice

a day. Some physicians have faith in these cases in pills of ox-gall.

The assafoetida pill is sometimes of great service, more particularly

in those cases where hysterical symptoms are superadded. Some

of the valerianates, such as the valerianate of zinc, may be adminis-

tered with much advantage. Powdered charcoal used to be a

favourite remedy with the late Dr. Abercrombie in many forms of

flatulence ; and a teaspoonful of that powder administered three or

four times a day often reduces the swelling more rapidly than any-

thing else, more especially in those cases where there is much flatus

present. It acts probably in consequence of the well-known power

which charcoal possesses of absorbing great quantities of different

gases. Where there is any degree of irritability of the intestinal

mucous membrane, it may be very advantageously given in com-

bination with bismuth
;
and, perhaps, some calcined magnesia ; but

the most elegant form in which charcoal can be administered is the

charcoal biscuit which is sold by most chemists and druggists. In

addition to other means, you will sometimes find it advisable to

make the patient wear a binder applied pretty tightly round the

abdomen, to afford support to the abdominal walls, and to assist by

its pressure in causing absorption of the intestinal gases.
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LECTUEE XXV.

ON OVAEIAN DROPSY.

Gentlemen—During the course of the session we have had in the

hospital several cases of Ovarian Dropsy, one of which ended fatally,

after a simple tapping, and was made the subject of a clinical lec-

ture on Surgical Fever. There is at present in the ward a patient

who has been for several years the subject of this disease, and whom
I tapped here, for the first time, about four years ago. A great

quantity of fluid was withdrawn at that time from a large and pro-

minent cyst, and the patient has remained in a state of comparative

health till about a year ago, when the tumour again began to enlarge,

and it has now attained such a size as to have become once more a

cause of great inconvenience and distress. This enlargement has

not taken place, I believe, in consequence of the cyst, which was

formerly evacuated, having again refilled, for that in all probability

became obliterated by the iodine injected after the former tapping
;

but, as was then ascertained, there were a large number of smaller

secondary cysts also present, many of which seem now to have

become distended with fluid and enlarged, so as to produce the

present bulk of the tumour. Into the most prominent of these

cysts I introduced, a few days ago, an ordinary trocar and canula,

but, as those of you who were present had an opportunity of seeing,

the fluid that escaped was only very trifling in quantity, and even

after I had ruptured the septum between that cyst and a neigh-

bouring one by means of a long probe passed through the canula,

the quantity of fluid drawn off was still too small to lead to much

appreciable difference in the size of the tumour, or to afford the

patient any degree of permanent relief. She is, therefore, to be

sent home, and advised to wait for a while, in the hope that, after

the lapse of a few months, the septa between the cysts shall have

become thinned and broken down, and one large single cyst shall

have been formed from the communication thus established between

a multitude of smaller ones, wlien we may hope to obtain a better

result from the operation of paracentesis. From this case, then, let
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me take occasion to tell you something regarding the nature and

treatment of the disease from which the patient suffers, and first of

all as to

The Pathology of Ovarian Dropsy.

The ovary, like all other organs of the body, is liable to various

forms of disease, and to become the seat of different kinds of morbid

growth. But the form of disease or degeneration to which it is

above all others prone, is that commonly spoken of as dropsy of the

ovary, consisting of a hypertrophy of the organ from the develop-

ment in it of a number of large cysts or sacs filled with serous fluid.

The ovary consists normally of an aggregation of many minute cysts

—the Graafian vesicles, which are the essential elements of the

organ, inasmuch as in them the ova are fonned. Those cysts are

imbedded in a fibrous stroma, serving to support and separate the

different sacs, and to permit of the ramifications of vessels and

nerves in their exterior. Now it is a well-known and often- ex-

emplified law in general pathology, that when any organ becomes

the seat of a new or morbid growth, this new or morbid growth

most readily takes on a form of development leading to the forma-

tion of a tissue akin to the normal anatomical structure of the organ

in which it has its seat. It is in accordance with this great law

that the ovary is so pre-eminently prone to become the seat of cystic

degenerations. But we meet with various forms of cystic degenera-

tion or disease in the ovaries and their neighbourhood. Within the

external margin of the broad ligament, where the peritoneal layers

pass downwards and backwards from the fimbriated extremity of

the Fallopian tube to meet and invest the ovary, there lies a fibrous-

looking, fan-shaped structure, imbedded in the folds of the peri-

toneum, and known as the organ or body of Rosenmiiller—a body

of but little importance in the adult, and rarely made a subject of

anatomical or pathological observation. In the foetus, however, it is

relatively much larger than in the adult, and is an object of corre-

spondingly greater importance. I have sometimes had occasion

already to refer to some of the analogies between the different seg-

ments of the male and female organs of generation, and to point out

the unity of structure that pervades the two sets of organs ; and I

may here state that the body of Rosenmiiller is in all probability, as

pointed out by Kobelt, who has named the organ in question the

Pro-ovarium, the analogue in the female of the male epididymis.

They each represent, at least in their respective sex, the remains of
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an organ of great size, and apparently of great importance in fostal

life—the Wolfi&an body. But what I want more particularly to say

at present with regard to the pro-ovarium is this, that being the

remains of an organ of tubular structure, the tubuli do not all

become entirely obliterated and degenerated into mere fibrous cords,

for some of them retain their original character till far on in adult life,

and occasionally a secretion of serous fluid takes place into these

coeca or tubes, distending and enlarging them, and so producing one

of the forms of cystic degeneration so often met with in this locality.

The form I allude to consists of cysts between the layers of the

broad ligaments, or elongated pediculated cysts attached to the fim-

briated extremity of the Fallopian tubes, or their neighbourhood.

It is not, however, of this form of cystic disease that I am now to

speak, nor of that form of dropsy Avhich depends on partial oblitera-

tion or occlusion of the Fallopian tube and its distension by the

secretion of fluid into it between two obliterated points. We put

these out of the category of cases of ovarian dropsy, seeing that they

have not their seat in the ovary itself, but only in the organs nearest

it, and pass on to the consideration of the various forms of cystic

disease to which the ovary itself is liable.

1. Unilocular Dropsy of the Ovary.— The simplest form of

ovarian dropsy is that where there is one single large cyst developed

in one or other ovary, with very thin walls, and filled with a simple

serous fluid. This is the form of the disease which we most desire

to meet with in practice, for it is that which is most amenable to

treatment, and in regard to which we may always most confidently

hope for a favourable termination. Unfortunately, however, the

unilocular ovarian dropsy is a very rare type of the malady ; for far

more frequently we find it presenting itself, as in the case of all the

hospital patients you have had occasion to see, in the form of

2. Multilocular Di'opsy of the Ovary.—In this form of tumour we

have not one single cyst, but a vast number of cysts of diff'erent

sizes, usually, however, with one or two of these greatly predo-

minating in size over the others. Multilocular ovarian tumours

may be found of every possible size ; and it is among this class that

we find those rarer cases from time to time occurring in which the

tumour is recorded to have attained to almost fabulous dimensions.

At first, however, they are of small size, and the diminutive cysts

of which they are made up are all pretty nearly of the same dimen-

sions. The great subsequent bulk of the tumour is usually produced

by the excessive development of a few of the peripheral sacs, one or
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two of which usually come to be much more distended and prominent

than any of the others. It is a matter of very great practical im-

portance to remark and remember, in regard to the growth of muL
tilocular ovarian tumours, at what part of the mass it is that the

greatest enlargement of the several cysts generally takes place

Fortunately for the prospects of successful treatment, the cyst or

cysts which take on the greatest and most rapid growth are, as I

have said, those which are placed towards the surface of the tumour,

and at its upper and anterior surface. The largest cysts thus, as a

general rule, fortunately come to lie, as development proceeds, high

Fig. 64.

up in the abdominal cavity, and closely applied to the internal as-

pect of the anterior abdominal walls, through which they can most

readily be reached by the trocar and canula, and thus most readily

evacuated and obliterated. This development of the cysts in the

superior and anterior aspect of the periphery of the tumour takes

place in accordance with a general pathological law—viz. That the

extension of a morbid growth—especially if it contains fluid—goes

on most actively in the direction where it meets with least resistance

to its increase from the normal anatomical structures of the body.

Fig. 64. Section of a nmltilocular ovarian cyst, showing secondary cysts on

the walls of tlie largest primary cyst, and broken-down dissepiments between

others.
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The firm floor of the pelvis presents an unyielding obstacle to the

growth of the tumour in a downward direction, so that the cysts at

the lower part of the tumour, having no room to become enlarged

and extended, remain, in general, comparatively small and unde-

veloped ; while the cavity of the abdomen, filled only with the soft

and mobile viscera, and closed only in front by the distensible

abdominal muscular wall, affords free space for its enlargement

upwards and forwards. In this direction, accordingly, the develop-

ment of a dropsical or multilocular ovarian tumour chiefly occurs,

and partly by the breaking down of the septa between cysts origin-

ally distinct, but more by the secretion into the cysts of a quantity

of serous fluid or gelatinous matter, the cystic mass often finally

ends in the formation of a single large prominent cyst, or of two or

three prominent and predominating cysts, which then become more

accessible for tapping. Sometimes you will find a few cysts of

smaller size lying higher up even than this large and prominent sac.

For occasionally when cysts are at first divided by very thick

dissepiments, these may resist the process of atrophy wliich occurs

in the great majority of them, and leads to their destruction, and

the fusion of contiguous cells ; and then the cysts thus surrounded

by a thick wall may remain even in the very summit of the tumour,

projecting into the cavity of the large cyst, and appearing like a new
tumour growing on the interior of its wall. But fortunately for the

practitioner, I again repeat, it is not the cysts which are situated

lowest down in the pelvis that grow the quickest, and enlarge the

most, but those which are situated above, and stretch up behind the

thin abdominal paiietes, through which they may readily be reached

by the point of the trocar.

3. Colloid Tumours of the Ovary.—Though the form of tumour I

have just been endeavouring to describe, made up of a multitude of

cysts of different sizes filled with fluid or semi-fluid matter, is by

far the most frequent in practice, yet there is another variety of

cystic degeneration of the ovary that is by no means rare, and in

which we have no cysts enlarging to any remarkable degree at the

expense of the others, but the whole mass goes on enlarging more

regularly, and the cysts are all more nearly equal in size, as may be

seen from this drawing of the section of such a tumour. (See Fig.

65.) They are all rather small, separated by thin walls, and contain

a gelatinous matter, which does not readily run out when the cyst is

opened, so that the tumour maintains a semi-solid, semi-cystic character

throughout, and does not collapse when cut across. This is the so-
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called colloid tumour of the ovary, and you can easily undei'stand,

from what I have just said, how little hope we can have of benefit-

ing such a case by the operation of ]iaracentesis. It is in this class

Fig. ij:>.

of cases that we meet with most of the instances of unsuccessful

attempts at tapping ; and the only permanent surgical means is

perhaps ovariotomy.

4. Carcinomatous Tumour of the Ovary.—Then we have a fourth

form of ovarian tumour, wliich is fortunately rarer than most of the

others, for it is the least amenable to treatment of any, and from

its rapid growth it leads more rapidly to a fatal termination. The

ovary is far from being a frequent seat of malignant disease, and

when carcinoma does attack that organ, it usually assumes the form

of encephaloma, with a number of cysts or cavities filled with a turbid

fluid scattered throughout the mass. Sometimes the growth appears

to be of this malignant character from the very commencement, but

in other cases the malignant disease apparently supervenes at a late

period in a tumour originally simple ; a degenerative change taking

place in the dissepiments of the tumour, which complicates the dia-

gnosis, and compromises still more all the patient's chances of

recovery.

5. Stearoid Tumours of the Ovary.—There is yet another form of

cystic ovarian disease, which is still rarer than any of the others,

and regarding which I am not at present going to enlarge. This

form of tumour seldom attains any great degree of size, and in a

patient who is the subject of it, you can feel a fluctuating cystic

portion above, usually of about the size of a child's head, or a little

more ; and below, in the pelvis, there are some hard, unyielding

Fig. 65. Section of a colloid tumour of the ovary.
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nodules, which have all the firmness of a scirrhous mass. When
the cyst is tapped, a yellowish creamy fluid runs out, which looks

deceptively like pus ; but after standing for a time it stiffens, and

in part consolidates, and some of the m.atter that has first escaped

may have begun to coagulate ere yet the cyst is fully evacuated.

The escape of a few hairs through the canula may be the first object

to excite a suspicion in your mind as to the real nature of the case
;

for if you could have an opportunity of opening such a tumour, you

would find most likely a quantity of hairs in it, growing from a

piece of true skin, which has become developed on the interior of

the sac ; and if there is a cross band in the cavity, you will probably

find some teeth developed in it. Bones, resembling some of the

various bones of the skeleton, are far more rarely found in them
;

and the cause of the production of all these highly-organised struc-

tures in the interior of a morbid growth forms an interesting but

very difficult and debateable subject of pathological investigation,

on the discussion of which I have no time now to enter. Let me
rather pass on to the consideration of the ordinary course of a case

of multilocular ovarian dropsy,—as the usual form of ovarian dropsy,

—and the different modes in which the common type of the malady

may terminate.

It might appear to you an unpardonable omission were I to

quit this branch of the subject without saying a word or two in

regard to the

Nature of the Fluid contained

ordinarily in the cavities of a cystic tumour of the ovary. But it is

in reality a subject on which I need say but little. There are no

deductions of any practical import, so far as I know, to be drawn

from the contained or evacuated fluid, except— 1. That when we see

the fluid mixed with pus, lymph, or other inflammatory products,

we form a much less favourable prognosis as to the result of the

operation of tapping
;
and, 2. Where it is thick and gelatiniform,

we may fail altogether in drawing it off" ; otherwise I think you will

find that the treatment of ovarian dropsy is but little influenced by

the nature of the cystic contents. These contents consist, in general,

of a watery or viscous fluid, holding in solution varying quantities

of albumen, salt, and fatty and extractive matters. In some cases,

also, there is more or less colouring matter ; but probably this is

never present except where there has at some time occurred an extra-

vasation of blood into the sac. Glistening scales of cholesterine are
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sometimes seen floating on the surface of the evacuated fluid, and

fatty particles and crystals, and degenerated epithelial cells are often

found suspended in the contents of ovarian cysts, when these con-

tents are examined by the microscope. According to the greater or

less quantity of albumen and other solid matters contained in solu-

tion, the fluid is found more or less dense and viscous. It coagu-

lates when heated ; and often feels viscid and gluey when rubbed

between the fingers, as it escapes through the canal. The density

thus varies from 1006 or 1007 to 1035 and upwards; but even in

the least dense the cpiantity of solid residue is greater than in the

fluid of ascites or any other form of dropsy. In the case of multi-

locular ovarian tumours, the contents of all the diff'erent cysts are

not by any means always equally fluid ; for while that of the larger

ones may be so thin and watery as to flow readily through a common
canula, that in the smaller ones may, and indeed often is, still of a

viscid or gelatiniform consistence and character.

But let me now proceed to say something as to the

History and Prognosis of the Disease.

The remarks I am now about to make relate almost entirely to

the multilocular form of ovarian dropsy ; for it is, I repeat, that

form of the disease which meets us most frequently in practice, and

is made the subject of the most various modes of treatment. The

course which it seems usually to follow is somewhat of this kind.

It begins at first as a small enlargement of an ovary, or of a part of

one, and presents the appearance of a small tumour made up of an

areolar or cellular tissue, containing a number of cysts or sacs of

varying size, filled with a simple serous fluid. In proof that the

cysts forming the first stage of multilocular ovarian dropsy are,

sometimes at least, nothing but the normal Graafian vesicles of the

ovary enlarged and distended by fluid, it has been latterly averred

in Germany that a true ovulum has been found in them in one or

two instances, when they were carefully examined at an early stage

of the disease. As the development of a dropsical ovary goes on,

and the tumour enlarges, the cysts, and more especially those at the

periphery, become more and more distended with fluid, and the

septa between the diff'erent cells become thinner and thinner, till

they finally degenerate and are destroyed, and then the contiguous

cells come to communicate and to be fused into the one large cyst

or cysts which are, as I have already explained, usually found at

the upper part of the mass. The walls surrounding some of the

VOL. III. 2 D
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cells, however, always resist the process of degeneration and des-

truction ; and thus there are usually found to be a number of

smaller cysts, with strong walls, projecting into the cavity of the

larger cell, and appearing like new tumours growing from the

interior of its wall ; so that the growth of these tumours has some-

times been erroneously described as taking place by the develop-

ment of small cysts in the interior of a larger mother-cyst. I have

spoken of the contents of the cysts as being fluid from the first, but

such is probably not the case in the majority of instances ; but

recent investigations appear to show that in many, if not in most

cases, at least, the matter with which the several cysts are filled is

not primarily fluid, but more of a gelatinous nature, resembling the

contents of the cyst in cases of colloid ovarian tumours. According

to this view, indeed, .the colloid type of tumour must be regarded

simply as usually the earliest stage in the development of the ordi-

nary multilocular dropsy of the ovary, the tumour subsequently

attaining its large size by the equable enlargement of an immense

number of cysts or cavities filled with a glairy, jelly-like matter, and

divided by septa, which, after a time, undergo a kind of fatty

degeneration, lacerate, and thus allow of the more or less free inter-

communication of several contiguous cysts with each other. The

whole tumour, according to this view, retains its semi-solid character,

and continues to be elastic to the touch, till a process of softening

sets in in the contents of the cavities, which ends in their becoming

quite fluid ; and as the already altered septa soon give way, one or

two large and fluctuating cysts come to be formed, with some smaller

ones projecting into their interior. We do occasionally find that an

ovarian tumour, into which a trocar and canula have been introduced

without bringing away any fluid, have afterwards been tapped, and

found filled with fluid, and the explanation of such cases may some-

times depend on such a transformation as that to which I have

referred ; but it will not always do to wait in every case of colloid

tumour of the ovary for the chance of its becoming fluid ; and prac-

tically, therefore, we must regard them as forming in general two

separate kinds of tumour, demanding different kinds of treatment.

The manner in which a case of ovarian dropsy may terminate is a

subject of much more practical import than the manner in which the

tumour originates and grows ; and the question of greatest moment

in regard to the natural termination of the disease is, whether it is

ever cured spontaneously, and if so, whether we have it in our power

to imitate the natural process of cure, and produce such a cure artifi-
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cially. Let me, therefore, discuss with you for a little, the manner

in which Nature sometimes brings about

1. Spontaneous Cure of the Disease-—That spontaneous cures do

sometimes occur, is a matter, I Avould first beg to remark, as to

which there can be no doubt. You wall occasionally, though very

rarely indeed, find patients getting well who have enormous ovarian

tumours in the abdomen, and who are apparently in the most des-

perate condition, with the tumour compressing all the abdominal

viscera, and interfering with their functions, and causing obstruction

even to the organs of circulation and respiration. Such patients

sometimes obtain sudden relief from their sufferings, and the ovarian

tumour becomes rapidly diminished in size, from its opening at some

weak point, and discharging its contents into the abdominal cavity

or on some mucous canal having an external outlet. It has been

found, even, that while the tumour is still very small, it may be

completely cured by its passing between and expanding the layers

of the broad ligament till it reaches the Fallopian tube, when it

bursts, and its contents escape along the tube, and are discharged

thi-ough the uterus and vagina. This is a mode of cure which has

only begun of late years to be understood and appreciated ; and it

is not long since a student in Paris obtained a prize for pointing

out the frequency with which it actually occurs. He obtained his

proofs of its frequency by a series of careful dissections on the dead

body ; cases in which the smaller forms of ovarian tumours are

found not being very rare in the anatomical rooms. Sometimes,

but very rarely, an ovarian cyst empties itself by opening into some

I^art of the bowel or the bladder. Before such an evacuation can

occur, a degree of adhesive inflammation must first have been set

up in the peritoneum, leading to a union of the wall of the tumour

with the wall of the hollow organ with which it is to communicate
;

and then the communication is produced by an ulcerative process

subsequently occurring in this intermediate wall of union. Cases

of this kind are from time to time recorded, but they are of very

rare occurrence indeed ; and it is a process of cure which we have

no certain means of imitating artificially. We can only reach an

ovarian cyst through the vagina or the abdominal wall ; and I

know of no authenticated case where an ovarian tumour emptied

itself by perforation of the vaginal walls themselves ; while evacua-

tion through the abdominal w^alls has seldom or never occurred

except as a result of violence exerted from without. The manner

in which nature most frequently effects a cure is altogether different.
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The cyst ruptures simply into the abdominal or peritoneal cavity,

where fortunately, if its contents are not of an irritating kind, they

do not give rise to inflammation of the peritoneum, but are speedily

absorbed by that membrane. There is a patient living in the im-

mediate neighbourhood of this city, who had been the subject of

ovarian dropsy for many years, and had been tapped about forty

times, great quantities of fluid having been drawn off in the course

of her long-continuing disease. Six or eight years ago she went out

to feed some birds on a frosty day, when there was ice upon the

ground ; and having stepped incautiously upon the ice, her feet

slipped and she fell suddenly forward, bringing the abdomen vio-

lently into contact with the ground. Not having been tapped for

some time previously, the dropsical swelling was large at the time,

and the cyst being burst by the concussion of the fall, its contents

were discharged into the abdominal cavity. From that time to

this the tumour in that patient has remained in such a state as to

preclude all further necessity for tapping, and it becomes an interest-

ing and important subject of investigation to determine what

changes have been produced in such a case. What has happened

in this patient is, I believe, this—the cyst having ruptured, its con-

tents escaped in part into the abdominal cavity, and this effused

portion became absorbed from the peritoneal surface. The walls of

the cyst, however, continued to furnish forth a new quantity of

fluid, some of which escaped through the unclosed opening and was

likewise absorbed, and the lacerated orifice being thus kept open by

the fluid that escaped through it, it was prevented from healing

entirely, and a communication has come finally to be established

between the interior of the cyst and the abdominal cavity, by which

the fluid that continues to be secreted in the former passes on to be

absorbed in the latter. The internal surface of an ovarian cyst, in

short, is to be regarded as a surface with a great power of secretion,

while the peritoneum presents an extensive surface, possessed of a

great power of absorption ; and when a free and permanent orifice

of communication is established between them, a balance is kept up

of secretion on the part of the interior lining of the cyst, and of ab-

sorption on the part of the serous lining of the abdominal cavity

—

which prevents the further accumulation of the fluid, keeps the

patient in a state of comparative good health, and renders unneces-

sary all kinds of surgical interference. A similar result to that

which we have found to occur in this patient has been seen in other

cases also, where the cyst has been ruptured as the result of an
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injury ; and sucli an explanation as I have attempted to give of the

process of cure in this case is no doubt applicable to the great

majority of instances of spontaneous cure of ovarian disease that

have been put upon record.

2. Death from Rupture of an Inflamed Cyst.—Rupture of an

ovarian cyst, however, is not always such a simple and innocent

accident, and it does not always lead to a cure of the disease as its

necessary result. On the contrary, it is sometimes followed by an

immediate attack of acute peritonitis, and a speedy death may be

the consequence. Whence comes the difference % How is it, that

in one patient rupture of an ovarian cyst and the effusion of its

contents into the abdominal cavity leads to simple absorption of

the fluid and a rapid recovery from all the symptoms of the dis-

ease
;
while, in another patient, the same accident brings on an

attack of peritonitis, and proves quickly fatal 1 The solution of

the enigma is to be sought for, I believe, in the character and

constitution of the contents of the cyst at the date of the lacera-

tion. If the sac be filled with a simple, bland, albuminous

fluid, pure and unirritating— if, more particularly, the interior of

the sac have never previously been the seat of an inflammatory pro-

cess, and no inflammatory products have become mixed with its

contents, then, when rupture of the walls occurs, these contents

may flow out, but no bad consequences may ensue, because the fluid

causes no appreciable amount of irritation, but merely becomes ab-

sorbed by the peritoneal surface. But if, on the contrary, the lining

membrane of the sap be inflamed at the time, or have been the seat

of inflammation, or hemorrhage, or other pathological changes, at

any previous period—if, more especially, pus or other morbid pro-

ducts have been thrown out as a result of the inflammatory changes,

and become mingled with the dropsical fluid—then, when such a

deteriorated fluid is discharged into the abdominal cavity in conse-

quence of a rupture of the cyst, it infallibly causes a high degree of

irritation in the peritoneal membrane, and lights up an inflamma-

tion there that is almost certainly fatal. So that the final issue of

any accident to a dropsical patient, which leads to rupture of the

ovarian sac and eff'usion of its contents into the abdominal cavity,

depends entirely on the condition of these contents
;

whether,

namely, they be simple and innocuous, or altered and irritating from

the admixture in them of inflammatory, or, it may be, of other mor-

bid products.

3. Death from Exhaustion and the Effects of Pressure.—Such
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cases as I have been describing, may perhaps be regarded as exem-

plifying terminations of the disease, which it is but seldom that we

have occasion to witness in practice : for the cases where a sponta-

neous cure is effected by a laceration, or succession of lacerations, of

the sac, which enables nature to reduce and keep reduced the watery

collection, are of rare occurrence ; and nearly equally rare are those

in which death results from the spontaneous or accidental bursting

of an inflated cyst. There is no evidence, at all events so far as I

know, that any favourable teraiination is ever put to the progress of

this disease by any change that may take place in the interior of

an unruptured cyst ; and there is certainly no evidence to show

that the dropsical fluid is ever absorbed from the interior of the

cyst by the agency of its own lining membrane. We know that

that membrane is possessed so far of the power of absorption, that

when tincture of iodine is injected into the cavity, it becomes ab-

sorbed, and may be excreted by the kidneys and the skin, and ex-

haled at the lungs. But with relation to its own fluid, it seems

to be possessed only of a secreting power ; and the law holds good

as regards every case of ovarian dropsy that I have ever seen, that

no degree of absorption occurs spontaneously under any circum-

stances, or can be excited artificially by any means at our command.

Diuretics or drastics, even the most powerful, are of no avail in this

form of dropsy, and never lead to the absorption of the fluid in the

interior of an unruptured cyst. In cases of ascites we know that

these remedies are often of the greatest value ; and when a cyst has

been torn, and its contents have escaped into the abdominal cavity,

their action may be made use of for the purpose of aiding the ab-

sorption of the fluid from the peritoneal surface by procuring and

promoting its speedy and steady elimination ; but even then their

effect is only indirect, and is not the immediate exciting cause of

the absorption of the dropsical fluid. Eesorption of the fluid by the

walls of the ovarian cyst or cysts does not occur naturally, and can-

not be excited artificially, and therefore a simple reduction in the

size of the tumour is an event that we cannot rationally look for.

In the vast majority of cases of the disease its progress is very dif-

ferent. If left to take their own course, the cysts go on filling and

enlarging, pressing on the abdominal organs and interfering with

their function, so that the patient's strength becomes gradually ex-

hausted, and she at length dies of inanition or atrophy ; or of inani-

tion and irritative fever combined ; or from the effects of the pres-

sure of the tumour upon the diaphragm and the abdominal blood-
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Vessels. The obstruction thus caused to the circulation leads to

anasarcous effusions into the lower extremities, which we generally

in vain try to reduce by exciting the action of the kidneys, for their

own excretory function is greatly impeded and impaired ; and respi-

ration at last becomes almost impossible, because the gradually

diminished action of the diai^hragm cannot be compensated for by

the action of the thoracic walls, which are themselves altered in

form, and distended at the base to their uttermost. In a jmtient

thus emaciated and exhausted, death may at any time ensue from

the slightest disturbance of any of the ordinary functions of the

body, and it is sometimes ushered in by a certain degree of hectic

fever. For we do sometimes see patients die in this way from the

effects of the growth of the tumour, which has gone on enlarging in

spite of all treatment. But we almost never in practice see an

ovarian tumour go on growing in this manner, distressing the

patient by its pressure on the abdominal organs, and tending to her

destruction by the consequent impairment of their functions, with-

out attempting to do something to afford her, at least, temporary

relief, and to prevent her immediate death. And, as a result of

such artificial interference, we find a frequent termination of the

disease in

4. Deatlb from, and in dcsirde of, Paracentesis.— An ovarian

tumour, like the gravid uterus, as it enlarges and expands, pushes

the bowels on before it, and presses them upwards and to either

side, keeping itself always in immediate contact with the internal

surface of the abdominal wall, so that when the effects of its pres-

sure have come to be so great as to produce much distress or even

to threaten death, it seems but a slight matter to i^ush a trocar and

canula into it, and so to evacuate the accumulated fluid. The

patient is accordingly tapped, and it may be with immediate relief,

and sometimes, though very, very rarely, with final cure
;
but, as a

result of this apparently simple operation, we may also, sometimes,

unfortunately find that inflammation of the sac supervenes, and

leads to more speedy death. Even when no untoward symptoms

are developed, the good effect is usually only of very short duration,

for the fluid more or less rapidly reaccumulates and calls betimes

for a repetition of the operation. As this alternation of accumula-

tion and evacuation of the fluid continues, the patient becomes more

and more emaciated, and the face assumes a j^eculiar, drawn expres-

sion from the atrophy of the fatty tissues, and the development of

the facial muscles, more particularly of those around the mouth, so
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that at last you can almost tell tlie nature of the disease from look-

ing at the patient's countenance. The tapping requires to be re-

peated again and again ; more or less frequently in different cases
;

but always as a general rule with shorter and shorter intervals as

the disease lingers on, till finally the patient dies exhausted. The

immediate cause of death may thus be found, though that is rare,

in a form of hectic fever ; more frequently it is a low type of in-

flammation set up in the cyst from the irritation of the oft-repeated

operation ; but usually it is to be found in the slow and gradual,

but at last complete, prostration of all the powers of nature. This

final fatal result ensues in the great majority of cases within five

years from the date of the first tapping. Sometimes the patient

lingers on for eight years
;
very rarely, indeed, does she live beyond

that period ; and the number of those who die in less than five

years is far greater than the number of those who live beyond it.

A large number sink within the first year after tapping is first

begun. A considerable proportion die of the immediate conse-

quences of the first paracentesis—that is, within a few days after

that event.
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LECTUEE XXVI.

ON OVAEIAN DROPSY.—ITS SYMPTOMS AND DIAGNOSIS.

Gentlemen—Tn my last lecture I spoke of some of the leading

points in connection with the pathological anatomy of cystic diseases

or dropsies of the ovary, and showed you that they sometimes,

though rarely, assumed the unilocular form—that by far their most

frequent type was the multilocular—that in some cases the malady

ajjpeared in the form of a colloid growth—and that, lastly, it was

sometimes combined and complicated with malignant disease or

degeneration of the component walls of the cysts. Before 2)assing

on to the consideration of the Symptomatology of the disease, let

me only state in addition here, that there has been a great deal of

discussion as to the probable causes, or

The Etiology of the Disease.

Now this is a point regarding which our positive knowledge

amounts to almost nothing. We do not know why an ovary ever

enlarges and assumes this form of morbid growth or dropsy ; nor

why the tumour should take on a different type of development in

different cases. We know that the disease occurs alike in the mar-

ried and in the unmarried ; and when present in the former it does

not always form a necessary hindrance to the occurrence of ini-

I^regnation. Sometimes ovarian dropsy is found to be associated

with an overturn of all the menstrual functions ; but in many cases

these functions are carried on, in the earlier stages, at least, of the

malady, unaltered and unimpaired. Age seems to have little specific

influence ; for although the disease is most frequently seen between

the ages of thirty and forty, yet it sometimes does not occur, or,

at least, is not observed till much later in life, and till the function

of menstruation has long passed ; while again, in other instances,

you will occasionally find the malady fully developed by the twentieth

or twenty-fifth year of life. In some few and rare cases ovarian

dropsy seems to be hereditary, being developed in one or two females
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in successive generations of a family. I have known the disease

affect three sisters in a family. The right ovary is somewhat more

frequently affected than the left. Both ovaries may be simulta-

neously diseased, and in that case we usually find one preponderating

greatly in size over the other ; but I know of no satisfactory reason

that has been given to explain why the one should become the seat

of the disease in any case in preference to the other. The fact that

both ovaries are not unfrequently affected in the same patient is a

strong reason for the belief that the malady has its origin often,

though it may not be always, in constitutional rather than in local

causes and changes. But, I again rejaeat, we know as yet little, or

indeed nothing, regarding the etiology of ovarian dropsy, and let us

pass on to the consideration of

The Symptomatology of the Disease.

In studying the symptoms of any disease of the organs of gene-

ration, the first point for inquiry is, as to whether there be any

particular disturbance of the functions of these organs, which should

lead us to guess at the probable occurrence of the special disease.

1. Functional Derangements of the Generative System.—You will

greatly err, let me at once tell you, if you expect to find any par-

ticular disturbance of the generative organs, or any special and

constant interference with their functions in connection with ovarian

dropsy, dependent on the presence of that disease, and, therefore,

indicative of its occurrence. The strangest mistakes have often

enough been made by those who have become possessed of erroneous

ideas upon this point, and the most unmistakeable cases of the dis-

ease have been altogether misunderstood in consequence. I once

saw a case, where the nature of the disease was most evident, and

the merest tyro could have diagnosed it correctly, and with certainty

by physical diagnostic means
;
yet the old and excellent practitioner

who had charge of the patient could hardly be convinced that the

case was one of ovarian dropsy, because the menstrual functions

were unafi'ected, and altogether normal. That these functions may

proceed naturally and normally in cases of this disease is a fact,

then, that you would do well to impress upon your memory. Often

enough, indeed, these functions are interfered with ; and they may

be altered in every possible way. The catamenia may be suppressed

and the patient has amenorrhoea—a condition of little moment as

a diagnostic mark, particularly in those who have passed the climac-
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teric period of life. Or, on the other hand, tlie flow may be exces-

sive—though such a form of altered menstruation is of more rare

occurrence— and the imtient suffers from menorrhagia. Or the

performance of the function may be attended with pain ; and the

patient is the subject of ovarian dysmenorrhoja. Any of these

deviations from the normal course of menstruation may he found

present in any case of ovarian disease ; but often enough we can

find none of them
;
and, most certainly, no one of them can be

regarded as in any way pathognomonic of the disease. In short,

all our knowledge of the matter amounts to this—that the menstrual

functions may be found cpiite natural, especially in the earlier stages

of the malady ; or they may be pei'verted in every j^ossible way.

But does the disease not interfere, you may ask, with the other

functions of the generative organs ] Though the uterine hem-

orrhagic secretion be duly furnished, may not the product of the

ovary be withheld and sterility result from the ova not being formed,

or not finding their way into the cavity of the uterus 1 Even here

there is not necessarily any disturbance, for patients affected with

ovarian dro2)sy occasionally become pregnant and bear childi'en
;

though, assuredly, in a smaller proportion than married Avomen who
are free from all disease. Many years ago, in investigating the

subject of the alleged comparative sterility of females born co-twins

with males, I had occasion to estimate the proportion of barren

women among ordinary married females in general society, and I

found that about one in every ten was sterile. In the case of mar-

ried persons suffering from ovarian dropsy, the proportion of child-

less to child-bearing patients is usually estimated as one to three or

four ; so that the presence of the disease has a marked effect upon

the chances of conception. But the disease, I repeat, does not

necessarily prevent impregnation, even when the ovary is very much

enlarged. If, then, you try to lay down any rule as to the diagno-

sis of ovarian dropsy, founded upon aberrations in the functions of

the generative organs—that is to say, in the functions of menstrua-

tion, conception, and pi'egnancy—you will fail completely
;

for, as

I have said, there is no deviation or disturbance of these functions

found in such constant connection with the disease as to make it of

any sufficient value as a diagnostic sign.

2. Constitutional Symptoms.—Some authors have spoken of

nausea and vomiting as symptoms indicative of the presence of

ovarian tumours ; and patients who are the subject of them do suffer,

not unfrequently, from disorder of the stomach. But nausea and
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vomiting do not, by any means, necessarily or even frequently occur

when the ovary becomes enlarged and dropsical ; and these same

symptoms too frequently result from other causes to be of any value

as a sign of this form of disease.

3. Local Mechanical Symptoms.—The earliest indications of any

certainty seen in connection with the development of an ovarian

growth, are usually the .symptoms produced by the pressure of the

tumour on the surrounding pelvic organs ; and they are thus all

chiefly of a mechanical kind. Thus the patient may complain of a

numbness and relative weakness of one of the lower extremities,

caused by the pressure of the tumour on the sacral nerves of the

limb. Or she has a feeling of dragging, or of a weight in one or

other side, from the stretching of the ovarian and uterine ligaments,

and the size of the enlarging growth. From its pressure on the

bladder, again, the tumour may give rise to dysuria ; or it may in-

terfere with defecation, from its pressure on the rectum. But the ex-

istence of these symptoms is not at all enough to entitle you to

decide upon the presence of an ovarian tumour ; for you may have

mechanical irritations and injuries of precisely the same kind from

totally different causes. In short, there are no rational symptoms

on which you can depend as pathognomonic of the presence of an

ovarian tumour. This observation holds good for almost every form

of disease to which the organs of generation are liable ; and for

ovarian dropsy, as for all the others, you can, as a very general if

not a universal law, never make perfectly and practically sure of

the real nature of the case without having recourse to

Physical Diagnosis.

The physical signs of ovarian dropsy vary according as the

tumour is in the first or second stage of its growth—according,

namely, as it still is limited in size, and lies in the pelvic cavity, or

has enlarged and ascended above the pelvic brim and begun to

occupy a space among the abdominal organs. For I must here

remark—as perhaps I ought to have done sooner—that when the

tumour is small in size it still lodges within the pelvis, and it does

not rise into the abdominal cavity until it has attained such dimen-

sions that there is no longer any room for its expansion within the

pelvic cavity. We see the same phenomenon in the case of the

retroverted uterus when it becomes impregnated
;

for, instead of

rising gradually into the abdominal cavity, it remains hidden in
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tlie pelvis till about the fourth month of utero-gestation and

then ascends, sometimes almost suddenly, into the more roomy

abdomen above.

I. When the Tumour is still in the Pelvis.

It is comparatively rare that the advice of the medical practi-

tioner is required for a cystic ovarian tumour while the tumour is

still of such small dimensions as to find space enough for its develop-

ment within the confines of the pelvic cavity. The mere mechanical

symptoms produced by pressure and irritation upon the neighbouring

pelvic organs, sometimes induces the patient to consult her medical

attendant, and the diseased ovary may be thus discovered by a

vaginal examination while still early in its course. There are also

other cases in which cystic tumours of the ovary become the objects

of diagnosis and treatment while still small, and contained within

the pelvic cavity
;

as, for example, when the tumour happens to be

attacked with inflammation and becomes the seat of pain, or wliere

the patient has become pregnant and the ovarian growth is found

obstructing the passage of the child when the time comes for her

delivery
;

or, when the enlarged ovary has changed its place and

fallen down into the bottom of the peritoneal sac between the rectum

and the vagina. It is certainly not very common to meet with a

simple cystic tumour of the ovary small enough to be lodged within

the pelvis, maintaining its normal position up at the inlet of the

cavity, and yet causing so much distress to the patient as to lead her

to seek for medical aid. But when, instead of remaining at the brim

and enlarging towards the abdominal cavity, the tumour sinks down

into the lower part of the pelvis, then its presence comes to interfere

with the function of the pelvic organs, and may prove a source of

great discomfort and distress. Such displacements of the ovary, as

you know, have been shown by Dr. liigby to be of not unfrequent

occurrence, even when the organ is healthy and unchanged ; and if

the normally-sized ovary proves a source of annoyance to the patient

when it prolapses down upon the roof of the vagina, it will only dis-

tress and annoy her the more when, in addition to l)eing displaced,

it is at the same time increased in size. When such a dislocation of

the ovary occurs, where is it to be found 1 When the ovary, in

enlarging maintains it? normal position at the inlet of the pelvis, it

is felt, per vaginam, to lie mostly to one or other side of the uterus,

and somewhat behind it ; and if the enlargement have gone to any
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considerable extent the uterus will most likely be found displaced,

being pushed forward and lying to one or other side. But when the

ovary is dislocated the uterus is felt to be in its normal situation,

while at the upper part of the vagina, behind the cervix uteri, the

exploring finger comes into contact with an unusual projection, due

to the presence of the prolapsed organ in the recto-vaginal fold of

the peritoneum. For, you will please to remember, the ovary is

attached to the broad ligament on its posterior aspect, and when

such a relaxation of the ligament of the ovary itself occurs as to

permit the ovary to fall out of its place, it necessarily falls back-

wards and downwards behind the uterus till it comes to rest, as I

have said, in the sac of the peritoneum, which is known as the cavity

of Douglas. There it forms a tumour oval in form, and readily

moveable with the finger, projecting into the posterior cul-de-sac of

the vagina on the one hand, and on the other pressing upon and

partially occluding the cavity of the rectum. The situation, the

form, and the mobility of the tumour, more especially when con-

joined with the peculiar sickening pain which is sometimes produced

in it by pressure— a pain resembling in character that which results

from pressure on the testicle—will usually serve to guide you to a

correct diagnosis of the nature of the case. But to attain absolute

certainty something more is required ; for a tumour situated on the

back wall of the uterus, or even the fundus of the retroflexed uterus

itself, might be found to present all the characters of which I have

spoken, and to distinguish betAveen such tumours and a prolapsed

ovary, you must endeavour to ascertain whether the tumour moves

consentaneously with the uterus ; or whether it is still capable of

free and independent motion after the uterus has been fixed. With

this view you must keep the finger always in contact with the cervix

uteri, while testing the degree of mobility of the tumour
;

or, better

still, you must introduce a sound into the cavity of the uterus, which

will at once dispel all doul^t as to the probability of a retroflexion

of that organ, and by which you can keep the uterus steadily fixed,

while with the finger you ascertain whether or not the tumour is

still freely moveable. If, let me add, you find the tumour to be soft

and fluctuating, your certainty as to the nature of it will be all the

greater, and in such a case you would rightly conclude that the

organ had begun to be the seat of a cystic degeneration.
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II. When the Tumour has Entered the Abdojien.

Usually, however, it is not till an ovarian cystic growth has

risen above the brim of the pelvis, and ascended into the cavity of

the abdomen so as to have become partially or entirely abdominal,

that the disease gives rise to symptoms of such urgency as to lead

the patient to seek for medical advice or aid, and then you will

have to make out the nature of this abdominal tumour. In

attempting to do this there are various points to be attended to.

1. The Position of the Tumour.—Reasoning hypothetically only,

you might think it would always be easy to distinguish between an

ovarian and a uterine tumour by finding the former lying to one side

of the abdominal cavity. The uterus you

know to be placed in the mesial line of

the body, while the ovaries are situated on

either side, and you might naturally sup-

pose that in enlarging the organs would

.maintain these respective positions. Such

actually does occur in some cases, and to

a certain extent. You will sometimes be

guided to a dii'ect diagnosis of the exist-

ence of an ovarian tumour by being told

by the patient that she noticed it first in

one or other side, and in the lowest part of

the abdomen. But when the tumour has

attained such a size as to cause it to in-

terfere seriously with the functions of the

abdominal organs and the diaphragm, and to bring the patient

into such distress or danger as to induce her to seek your aid

—

and, let me warn you, the tumour may sometimes have attained to

a great bulk before the patient begins to be aware of its existence

—when, I say, the ovarian tumour has come to be of considerable

dimensions, then it is very often found to occujiy a position in the

cavity of the aljdomen, which is at least as central as that of the

gravid uterus ; and if the patient have not had her attention attracted

to the first beginning of the gro\vth, all observation of its position

may only serve to lead you astray in your diagnosis. An enlarged

Fig. 66.—Sliowing the lateral position of ovarian tumours in their earlier

stages, as contrasted with the central position assumed in the later stages of their

growth.
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ovarian cyst, I repeat, may come to fill u]) the whole of the abdom-

inal cavity, and to press forward the walls equally on both sides of

the mesial line ; while on the other hand, you must remember that

the gravid uterus is very frequently somewhat lateral ; and where

this deviation was very distinct, as is not unfrequently the case, the

pregnant uterus has been tapped under the impression that it was a

dropsical ovary.

2. Form of the Tumour.—The tumour may vary in form, but it

is usually more or less rounded or spherical. Often its surface feels

smooth and equable ; but often, also, it is unequal in its form and

bossellated on its surface from the projections and protuberances

formed by the unequally enlarging cysts. When development has

taken place to such an extent that the small cysts have all coalesced

to the formation of a single large one, the surface is perfectly regular,

and feels as smooth and even to the touch as the surface of the

gravid uterus. In those cases also where the tumour is made up of

an infinite number of very small cysts filled with a glairy fluid, the

surface is very smooth and unbroken. But in the ordinary multi-

locular ovarian growth you can usually trace on the surface indenta-

tions surrounding protuberances of larger or smaller dimensions, and

corresponding to the walls of the subsidiary cysts. Sometimes, in

its earlier stages, it presents an irregular mass, as if a series of large

balls or cysts were tied together within one investing membrane.

3. Consistence of tlie Tumour.—When still small, or when com-

posed of a multitude of separate and distinct cysts, an ovarian

tumour feels firm and elastic
;
but, usually, when a patient comes to

consult a practitioner, it is already soft and fluctuating. The feeling

of fluctuation is in most cases unmistakeable ; but you must bear in

mind that when the quantity of liquor amnii is very great the gravid

uterus will likewise be felt to give a feeling of fluctuation
;
and,

besides, the elasticity of solid tumours sometimes comes to resemble

fluctuation in a most deceptive manner. The colloid tumour of the

ovary—that which is made up of many small cysts, and whicli

usually is only elastic to the feel—may sometimes be so soft and

fluctuating as to lead you to tap it under the idea that it is formed

of one or two large cysts ; and even a soft fibroid tumour of the

uterus, when infiltrated with fluid, may yield a deceptively fluctuat-

ing feeling. Besides, if you lay too much stress on fluctuation as a

diagnostic sign of ovarian dropsy, you may sometimes be led into

error by mistaking encysted ascitic collections for examples of this

disease. In short, the observations I have been making in regard
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to the physical characteristics of ovarian tumours are only sufficient

to guide us to the discovery of a case, without enabling us to recog-

nise it with certainty. A positive diagnosis is only to be arrived at

by remembering the various forms of disease with which ovarian

growths may be confounded, and by knowing how to distinguish be-

tween them
;
and, therefore, the hints that I have still to offer for

your guidance will best be classified under the head of the

Differential Diagnosis of the Disease.

There are a great many pathological products, and many physio-

logical conditions of the pelvic and abdominal organs as well, with

which ovarian tumours are very liable to be confounded, and for

which they are very frequently mistaken. In what I am about to

say, hov/ever, I shall not enter into a discussion of all the signs and

symptoms of these several morbid and functional clianges, but must

content myself Avith pointing out in what they differ from ovarian

tumours, and by what means the distinction may most readily be

made between them.

1. Retroverted Unimpregnated Uterus.—When an ovarian tumour

is still of small dimensions, and is still contained within the pelvic

cavity, one form of disease with which it may readily be con-

founded is retroversion of tlie uterus. I have not yet had occasion

to dii'ect your attention to the displacements of the womb ; but I

may so far anticipate my remarks on that subject, as to say that a

very frequent kind of displacement is that in which the whole organ

is turned backwards, or retroverted, or in which it is bent backwards

upon itself, or retroflexed, so that the fundus comes to lie in the

Douglas' space, where it can be felt by the finger on making a

vaginal examination. Unless when bound down by inflammatory

adhesions, it is readily movable in this position ; and as the

mechanical and functional disturbances which it produces are the

same in character and kind as those caused by a small ovarian tumour

which has descended into the same situation, it is not always easy

by the mere touch of the finger to make a definite distinction be-

tween them. The great mark of distinction between the two diseases

is that when the body, felt through the posterior portion of the roof

or cul-de-sac of the vagina, is moved with the finger, a consentaneous

movement is produced in the whole uterine organ in the case of

retroversion, while the tumour and the uterus are each capable of a

distinct degree or amount of independent movement when that

VOL. III. 2 E
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tumour is of ovarian origin. If the finger be kept in contact with

the cervix uteri, when movement of the doubtful body is attempted

to be made, tlie consentaneous or independent movement of the

uterus may usually be easily recognised. But to make sure of your

diagnosis you may require to introduce a sound into the cavity of

the uterus ; and if the case be one of retroversion of that organ, you

will find that the sound, instead of passing upwards and forwards,

as it always does when the uterus is in its normal position, passes

nearly directly backwards, and by simply turning round the instru-

ment after it has been passed in this unusual direction, you can

make the supposed tumour disappear, if you should find this step

necessary to complete the diagnosis ; for by this means the displace-

ment is rectified, and the womb restored to its proper position. On
the other hand, if you have to deal with an ovarian tumour, you

will find that the sound passes readily upwards and forwards behind

the pubis, and when it has been thus introduced into the interior of

the uterine cavity, you can use it to fix the woml) with perfect cer-

tainty, while the tumour remains freely movable in every direc-

tion. Should the retroversion be complicated, as it sometimes is

by the presence of a small fibroid tumour of the uterus, growing

from the posterior wall, its fixity when the uterus is fixed, and its

consentaneous motion when the uterus is moved, will prove its con-

nexion with the organ, and prevent your falling into the error of

mistaking it for a small cystic tumour of the ovary, an error which

has been often committed.

2. The Gravid Uterus.—Perhaps there is no mistake more frequently

made in connection with the diagnosis of ovarian tumours than that

of confounding them with the enlargement of the uterus consequent

on impregnation. Patients have often been suspected and pro-

nounced to be pregnant when they were the subjects of ovarian

dropsy
;
and, on the other hand, the more dangerous error has

often been fallen into of supposing the patient to be the subject of

so grave a malady when she was merely in an advanced stage of

utero-gestation. Many years ago, perhaps thirty or forty, a case of

this kind occurred, where a female, with an abdominal tumour, was

supposed to be the subject of an ovarian tumour, and where it was

decided that the best hope of a successful termination was to be

obtained from the operation of ovariotomy. Several gentlemen,

who ought perhaps to have known better, saw the case and con-

curred in their diagnosis, and in their opinion as to the propriety

of performing the operation. The day was fixed and everything
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prej^ared for the operation, when the patient saved herself all the

horrors and dangers of it by giving birth to a baby a few hours

beforehand, dispelling most satisfactorily and efficiently the supposed

morbid growth. Such an error was more excusable in those days,

when obstetric auscultation was still unknown, than it would be

now that we can have such a certain sign of the existence of a

foetus as the sounds discovered by the stethoscope. The sounds of

the fretal heart enable us now to recognise a case of pregnancy in

the later months, and prevent us from mistaking it for one of

ovarian tumour, in which no sound at all is heard on listening with

the stethoscope. But even in the use of the stethoscope there is a

possible source of error against which you must be warned. The

sounds of the foetal heart are usually recognised by the rapidity of

the beats, 120 or more in the minute. But when you apply a

stethoscope over an abdominal tumour, and hear through it heart-

sounds beating at the rate of 120 or 130 times in tlie minute, you

must not immediately decide these sounds to be undulntably of

foetal origin, and thence conclude on the existence of pregnancy.

The frequency of the pulsations is not always enough. The late

Dr. Merei, of Manchester, once brought a patient for me to see,

who had an abdominal tumour, the nature of which it was rather

difficult to determine. From palpation and vaginal examination I

had a conviction that the tumour was of ovarian origin, but on

listening with the stethoscope we could hear beatings in it between

120 and 130 in the minute. These sounds were very like the

pulsations of the foetal heart ; but on applying the finger to the

jjatient's pulse at the wrist found her heart to be beating at this

same rate of frequency. The sounds were not those of a foetal

heart, but of the patient's heart, transmitted through an ovarian

tumour. Whenever, therefore, you hear a pulsating sound in the

abdominal tumour, however rapid or however slow, you must

always carefully determine whether it corresponds or not to the

impulse derived from the patient's heart, before you can decide as

to its foetal or maternal origin. Other points of difference between

ovarian tumours and the gravid uterus have been insisted on, but

the great distinction, as I have been saying, is the absence in the

former of those foetal heart-sounds which are usually so distinct in

the latter ; and all other marks of distinction are of such secondary

importance that I need hardly enumerate them. The rapidity with

which the pregnant uterus enlarges is usually so much greater than

is seen in the case of ovarian growths, that it may sometimes serve



420 OVARIAN DKOPSY.

to aid the diagnosis. But in using it you must bear in mind that

the ovarian tumour, in some cases, grows as rapidly in size as ever

the pregnant uterus does. Then, in pregnancy, you have further the

placental bruit
;

and, on making a vaginal examination, you can

produce the movements in the vi^omb which is described as hallotte-

Tmnt, both of which signs are absent in ovarian growths.

3. Fibroid Tumours of the Uterus.—Another form of disease which

it is sometimes difficult to distinguish from ovarian tumours, is one

of which you have a specimen in the ward in the case of a woman
who is the subject of an abdominal tumour of the size of a large

adult head, rounded in form, and lying somewhat towards the right

side. This tumour has very much the form and the appearance of

an ovarian growth, but by studying the distinctive marks which I

am about to explain to you, we have come to the conclusion that it

is not cystic and ovarian in its origin, but that it is solid and grows

from the uterus,—that it is, in fact, a large fibroid tumour of the

uterus. From mistaking such a growth for a cystic ovarian tumour

fatal practical errors have sometimes been fallen into ; for it has

repeatedly happened that surgeons, and men of high standing in

the profession, believing they had to do with a case of ovarian

tumour, have opened the abdomen and removed a morbid mass.

After 23erforming this operation, as they imagined, of ovariotomy,

when they came to examine the tumour they have found that they

had not performed that operation at all, but had extirpated a large

pediculated fibroid tumour of the uterus. That operation, I need

hardly add, has almost invariably ended fatally. In other cases, the

abdomen has been laid open, and the operation suspended because

the disease was found not to be ovarian dropsy, but a fibroid

mass embedded in the walls of the uterus. To prevent you, if pos-

sible, making such a great and grave mistake, let me request your

especial attention for a few moments, while I briefly enumerate and

explain the several signs and points of distinction which will enable

you to establish a correct differential diagnosis between these two

forms of disease.

a. Difference in Consistence.—Fibroid tumours are solid, massive,

and heavy, for they rarely contain cysts or cavities, but are usually

made up entirely of solid fibrous tissues, and when such a tumour is

not fixed by inflammatory adhesions, you can usually discover this

characteristic of its consistence by moving it from side to side

through the abdominal wall, or by examining it simultaneously

through the vagina and from the external surface. I have just said
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that fibroid tumours of the uterus only rarely contain cysts. Let

me add that these cysts are never large. But a large fibroid some-

times grows loose, as it were, uncompact, and oedematous, and pre-

sents an imperfect and deceptive feeling of fluctuation—a state of

matters, however, which is very far from being common. Ovarian

tumours, on the other hand, are soft and fluctuating in the majority

of cases that come before you ; that is, when the smaller cysts have

coalesced to the formation of one or two prominent and preponde-

rating cavities. But when the tumours are still small, and made

up of a mass of little cysts, they are more dense and elastic, and if,

in making your diagnosis of such a tumour, you depended too much

upon the consistence of it, you would be extremely apt to fall into

error, against Avhicli you must guard yourselves by attending to

other distinctive marks, such as

b. Difference in Outline.—Althougli on ovarian tumours one or

more projections or protuberances are often to be felt on the surface,

indicating separate primary cysts, or the position of secondaiy cysts

on the wall of the larger and principal cavity or cavities, yet, on the

whole, the surface is felt to be comparatively equable and smooth.

Large fibroid tumours, on the contrary, are more rough and nodu-

lated, being made up usually of a large number of small fibrous

nodules ; and even where one of the masses has come to be de-

veloped so much more than all the others as to present a large

extent of smooth, uninterrupted surface, you can still frequently find

a number of small fibroids growing up beside the large one. Fibroid

growths of the uterus seldom, indeed, occur single. The Myalls of

the uterus usually contain several of them at once, in different states

of advancement and size. Tlie smaller fibroids sometimes are

placed on the surface of the larger of the series. More frequently

they can be felt, like hard balls or masses of varying shape, seated

upon or springing from other parts of the uterine surface. We
never have this last characteristic symptom in ovarian dropsy

—

never, that is to say, smaller tumours quite separate from the large

tumour. When a group of fibroids is present, the tumour which

they form is usually, also, far more irregular in shape, and much
more angular in outline than the comparatively spherical tumour

usually formed by dropsy of the ovary. The indications derived

from the contour of the tumour are thus among the most certain

signs of its real nature. But they ai'e not always to be entirely

depended on. For, on the one hand, when fibroid tumours take on

an enormous degree of development, and the distinctions between
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its constituent masses become diminished, they may, as I hinted a

minute ago, come to feel almost as smooth and equable as any cystic

tumour ; and when, at the same time, they become soft from the

infiltration of fluid, as sometimes happens in such cases, the result-

ing softness and apparent fluctuation may easily lead the most ex-

perienced into error. On the other hand, when ovarian tumours

are still of moderate size, and at that stage, when several cysts of

nearely equal size are, as it were, struggling for the pre-eminence,

the prominences they present might mislead to the belief that they

are uterine fibroids.

c. Difference in Sounds heard on Auscultation.—The stethoscope

gives us one of the best marks of distinction that I know of between

ovarian and fibroid tumours. On listening through the abdominal

wall over a fibroid tumour large enough to reach above the pelvic

brim, you can often hear a rushing sound precisely resembling the

sound heard in the gravid uterus and known as the placental or

uterine bruit. This sound occurs, as we shall see afterwards, in

fibroid tumours growing within the muscular walls of the uterus, and

not in the sub-peritoneal variety of the disease. But I never yet

heard a sound resembling that bruit on auscultating over an ovarian

tumour ; and indeed I never heard any sound at all, except, it might

be, the pulsating sounds of the large abdominal arteries. Drs.

Churchill, Scanzoni, and others, have averred that they have heard a

distinct bruit emitted by an ovarian tumour, but they had not an

opportunity of verifying their diagnosis by a post-mortem examina-

tion ; and we may still doubt whether the tumours from which the

sound proceeded were really ovarian. Whenever you hear that

sound, therefore, in the case of an abdominal tumour, and you know

that the patient is not pregnant, you have strong reason to conclude

that the tumour is a uterine fibroid, and not a cystic ovarian

tum.our.

d. Difference in relation to Connection with the Uterus.—Careful

vaginal exploration will give you some further indications of much

value in enabling you to distinguish between ovarian and fibroid

tumours. If the uterus be within reach of the finger, or, still better,

if you can introduce a sound into its interior, you will find that in

the case of fibroid tumours the whole mass can be felt through the

abdominal wall to be moved from one side to the other, according

to the motion imparted to the uterus by the sound
;
while, if the

tumour be ovarian, the uterus alone is moved, and the mass, as felt

through the abdomen, remains fixed and motionless. Or, on the
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other hand, by keeping the finger in contact with the os uteri, and

making movement of the mass from without, you can decide as to

their connection from the consentaneous movements then felt
;

or,

if the uterus remain unaffected by the movement of the abdominal

mass, then you know that they are independent of each other, and

that the tumour is probably attached to the ovary.

e. Difference in relation to Position of the Uterus.—Formerly, I

used to think that we had another sign distinctive of the existence

of an ovarian tumovir, when the mass was felt lying behind the

uterus ; not that fibroid tumours might not occupy the same posi-

tion ; but they are usually more diffused through the walls of the

uterus, and lie as often in front as behind ; and I imagined that

ovarian tumours would not be found to take up a position in front

of the uterus. But I have seen several cases in which an ovarian

tumour had become pediculated, and, having passed round the uterus,

tilted the organ backwards and retained a position in front of it,

between the uterus and the bladder.

/. Difference in Size of the Uterus.—Perhaps one of the most cer-

tain and the most reliable signs of fibroid tumours of the uterus, as

distinguished from ovarian growths, is elongation of the cavity of

the uterus, which is very generally present in connection with intra-

mural and submucous fibroid tumours. This elongation you can

ascertain by passing the uterine sound. When examining a uterus

which is the seat of an intramural or submucous fibroid tumour,

you will find that the instrument can be pushed much farther into

the cavity than in cases where the womb is unaltered, and you can

thus determine that the organ is spun out and enlarged like the

pregnant uterus, so that, instead of being only two and a half inches

long, it admits the sound for a distance of three, or even sometimes as

far as six or eight inches. Such a decided enlargement of the uterus

I have never found among all the many cases of ovarian dropsy

that I have had occasion to examine, and I regard it as of itself

almost suflncient to show the tumour to be uterine and not ovarian

in its seat. Cruveilhier, indeed, has found on dissection some

instances in which the uterus was enlarged in patients who had

died with ovarian dropsy, but such cases, though enough to put us

on our guard, are certainly rare ; and I repeat, that when you find

the sound passing into the uterus four or five inches, you may
almost be quite certain that the doubtful tumour grows from the

uterus and not from the ovary.

4. Ascites.—A large and soft ovarian tumour, distinctly flue-
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tuating, and filling up a large space in the abdominal cavity, is not

likely to be ever mistaken for the gravid uterus, or for a fibroid

uterine tumour. But you will occasionally find yourselves for a few

minutes in doubt as to whether, in such a case, you have to deal with

an ovarian growth, or with a collection of ascitic fluid lying free in

the abdominal cavity ; and it sometimes becomes a matter of im-

portance to know how you are to make a diagnosis between ovarian

and abdominal dropsy. When you are thus doubtfid of the true

nature of the case, you will be guided to a correct diagnosis by

various considerations, as. Firstly, By observing the form which the

abdomen assumes when the patient is made to lie supine. Ovarian

tumours, like the pregnant uterus, make the yielding anterior

abdominal walls project forward in the centre, sometimes, however,

in an almost angulated and irregular form ; while the abdomen is

usually flattened out when filled with ascitic

fluid, and any bulging that exists is seen at

the sides, from the tendency that the free and

unencysted fluid has to gravitate to the lowest

level. Secondly. If you make percussion over

a large ovarian tumour, you will find that the

sound is dull around the umbilicus, and over

all that part of the abdomen where the tumour

comes in contact with the internal surface of

the anterior wall, while at the sides and

above, the intestines which have been pushed

aside and upwards by the tumour yield a tym-

panitic sound. If you percuss the abdomen

when it is filled with an ascitic collection,

on the other hand, you obtain a resonant

sound in front around the umbilicus, while at the sides the sound,

from the line of the water-level downwards, is dull, because

the fluid has sunk backwards, and allowed the intestines to float

upwards towards the anterior surface. Or if the abdomen be so

much distended with fluid as to prevent the bowels from reaching

the abdominal wall, and the sound emitted on percussion around

the umbilicus be dull, yet by pressing the wall backwards, and thus

displacing some of the fluid, you can at last arrive at the bowels,

and then you will obtain the resonant percussion tone. If you

Fig. 67. Diagram illustrative of the relation of an ovarian tumour to the

descending colon. Percussion in the umbilical and hypogastric regions would

give a dull sound, v^'hile at the sides and above the tones would be reSonant.
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have still any doubt as to tlie nature of the case, you may, Thirdly,

succeed in resolving it by causing the patient to move from side to

side, when j^ou will observe the free ascitic fluid shifting its posi-

tion, and sinking down to the side on which the patient lies ; and

this change of position of the fluid you can easily detect by marking

the line at which the dull and tympanitic sounds meet when the

patient lies in any particular position, and finding it to vary when

she turns to one or other side. On the other hand, in ovarian

dropsy the relative line of dulness and resonance on jiercussion is

not materially altered by these changes of position in the patient.

In fact, you will remember easily these distinctive marks between

peritoneal and ovarian dropsy, if you will merely hold in recollec-

tion : 1. That the drojisical effusion obeys in the abdomen the

common laws of the gravitation of fluids to the most dependent

parts ; 2. That in cases of ovarian dropsy the fluid is enclosed

within an isolated cyst or series of cysts, and does not move and

gravitate through the general cavity of the abdomen
;
and, .3. That

on the contrary, the eff'usion in ascites or peritoneal dropsy is con-

tained within the general cavity of the abdomen, and moves from

one part to another of that cavity, in correspondence with changes

in the mere position of the jiatient ; while the intestines—distended

with air, and specifically lighter—float more or less on the surface

of the fluid, as may readily be ascertained by percussion. There is

only, let me add, one class of cases where these physical signs may
prove insuflicient to guide you to a correct diagnosis—those cases

namely, where the peritonitic eff'usion is associated with a tuber-

cular aff'ection of the mesentery and peritoneum, or the omentum

has become the seat of adhesions, which prevent the bowels from

floating forward when the patient lies supine. A knowledge of the

patient's previous history, and her general constitutional condition,

will often serve to enable you, however, to decide between the two

forms of disease ; for on inquiry you will find that when the collec-

tion of fluid is ascitic in character, the patient is suff'ering, or has

suff'ered at some previous period or periods, from renal, or more

frequently still, from some form of cardiac or hepatic disease, which

you may still be able to recognise even after the abdomen has

become much distended, and that the distension has begun at the

most dependent part of the cavity and spread gradually and equably

upwards
;

while, in the case of ovarian dropsical collections, the

anamnesis teaches that the disease first showed itself in the form of

a circumscribed and rounded growth, seated originally in one or
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other iliac region, and at length attaining such a size as to fill up

the whole cavity of the abdomen.

5. Tympanitis of Sjmrious Pregnancy.—You would hardly sup-

pose it likely that a tympanitic distension of the bowels could be

mistaken for a solid ovarian tumour. Yet such an error has not

unfrequently. been fallen into. I was once called to see a lady of

high rank, living at a great distance from this city, who had been

j^ronounced by her medical attendant to be the subject of an ova-

rian dropsy, and her family had been thrown into the greatest dis-

tress in consequence. The abdomen was very large ; but on percus-

sion, both anteriorly and laterally, it everywhere yielded not a dull

but a tympanitic sound ; and the supposed cystic tumour thus

resolved itself into a gaseous accumulation in the intestines, which

on further investigation proved to be associated with all the other

symptoms that I described to you a short time ago as characteristic

of pseudocyesis, or spurious pregnancy. That is an instance where

a grave error in diagnosis was fallen into, but where, fortunately, no

corresponding grave error in practice was committed. But such a

mistake in diagnosis has led to most painful consequences when a

surgeon has cut open the abdomen with the view of performing the

operation of ovariotomy in a patient whose most grave disorder was

the tympanitic distension of the intestines so frequently seen in cases

of pseudocyesis. You may remember my telling you, when lecturing

on that subject, that no less than six cases have been put on record

where patients had been subjected to the dreadful operation I have

just referred to, ere it was discovered that the tumour intended to

be removed had no existence at all. If you bear in mind the possi-

bility of the error, the difference of the tones elicited on percussion

will always serve to guard you against the chance of making such a

dangerous mistake.

6. Hydatids.—The variety of abdominal tumour which perhaps

you will find the greatest difficulty of all in distinguishing from an

ovarian growth, is one, fortunately, of but rare occurrence in prac-

tice. The tumour may be of large size, and it presents all the

physical characters of a cystic ovarian tumour ; but if you could

have an opportunity of opening the abdomen, you would find that

it was formed by a hydatigenous degeneration of the omentum.

Hydatids of the omentum, then, and partial encysted ascitic collec-

tions, which are usually associated with hydatigenous degeneration

of some portion of the peritoneum, form a class of tumours which no

difference in physical signs, and, probably, no difference in functional



DISTINCTION FROM HYDATIDS, ETC. 427

symptoms, will enable you to distinguish from cystic degeneration of

the ovary. In the case of the omental growth, however, you may
be enabled to form a correct diagnosis by being told by the patient

that the tumour began to grow high up in the abdominal cavity

above the umbilicus, where it was first felt, and whence in growing

it has extended always downwards ; instead of beginning low down

in the pelvis, and growing upwards, as is seen in the case of ovarian

tumours. Or, if no inflammatory adhesions have taken place, you

can perhaps push the tumour upwards in the abdominal cavity to

such an extent as to convince you that it can have no attachment

below, and that it cannot spring from any pelvic organ. In the

case of the encysted ascitic collection, you can sometimes, I believe,

only determine the real nature of the case by tapping the cyst, and

finding the hydatigenous bodies in the fluid that escapes.

7. Faced Collections in the Intestines.—Some of you may remem-

ber, that during the winter we had in the hospital a patient who

was sent in from the country, and presented on admission the colour

and appearance of a person labouring under some malignant disease.

'The facial expression might have led you to believe that she was

the subject of a cancerous diathesis. She had a tumour in the left

hypogastric region about the size of a fist. But under the use of

croton oil it readily disappeared, and proved to be only a mass of

fseces in the colon. You might suppose that it would be difiicult to

mistake such a tumour for any kind of morbid growth, and you

might imagine that the patient would be suff'ering from such a

degree of constipation as at once to indicate its real nature. But

there is not of necessity any degree of constipation present. On the

contrary, there is sometimes diarrhoea. Dr. Abercrombie told me

he once attended, with some other physicians, a case where there

were large swellings felt in the abdomen, and the patient suff'ered

severely from diarrhcea. After death the swellings were found to

be formed merely by hardened deposits of fiscal matter in the sacculi

of the large intestine, the central tract through the bowel being left

free ; and that he was then in attendance upon a j^atient su6"ering

from obstinate diarrhoea, who at the same time had large scybalous

masses accumulated in the colon. And you can readily understand

how large collections of hard faecal matter lying long in any part of

the large intestine, should at length give rise to such an amount of

irritation there as to produce an attack of diarrhosa ; and when this has

become established, the original cause of it will readily be overlooked.

The peculiar feeling of such a tumour will generally enable you to
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decide as to its true character : it feels like no other tumour that I

know of. On being examined either through the abdominal walls

or through the rectum, it is felt to be hard and resistant, but if one

finger be pressed steadily upon it for one or two minutes, it will at

last indent like a hard snowball, and, as there is not the slightest

elasticity about it, the indentation remains after the pressure is re-

moved. If any doubt should still remain, the persevering use of

aperients will clear up for you the diagnosis by causing the mass to

be dissolved and carried off.
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LECTUKE XXVIL

ON OVARIAN DEOPSY—THE DIFFERENTIAL DIAGNOSIS,

Continued—TWE MEDICAL TREATMENT.

Gentlemen—I have hitherto omitted to point out to you—though,

perhaps, it is a matter of no great j^ractical moment—how you can

generally discover whether an ovarian tumour of such large size as

to fill up and distend the abdominal cavity took its origin from the

right or from the left ovary. The history given by the patient, as

to the side in which the swelling first appeared, is sometimes fal-

lacious ; but you can almost always satisfy yourselves on this j^oint by

attending in the first place, to the relative situation of the intestines

at the two sides of the abdomen, as ascertained by percussion. I

have already stated that the tumour usually lies immediately in con-

tact with the anterior abdominal wall, and in front of the small

intestines, and that in the progress of its development it pushes

aside the intestinal canal laterally and upwards, as the pregnant

uterus does. But this statement expresses but imperfectly the rela-

tion of the tumour to the intestines ; for you will find that while

that mass of bowel which lies on the side oj^posite to that from

which the tumour springs is thus, more or less, pushed aside, the

mass of bowel which lies on the same side is displaced laterally to a

still greater degree, and, indeed, is often overlapped, as it were,

by the ovarian swelling [see Fig. 67, p. 424]. Hence, when the

tumour grows from the right ovary, for example, it hides the caput

csecum coli, and only pushes aside the descending colon, so that in

such a case you obtain the resonant percussion-sound at a higher

level, and nearer the anterior surface on the left side of the abdomen,

than you do on the right side. But sometimes, as you can see from

the accompanying sketches of a case copied from a drawing of Dr.

Bright's, in G-uy's Hospital Reports, when the tumour is of unusually

large dimensions, the whole of the intestines, large and small, may
come at last to lie behind the tumour at both sides, so that percus-

sion has to be exercised very low downwards on either flank before
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the position of the bowels can be discovered. Even in such a case,

however, you will usually be able to arrive at a knowledge of the

ovary from which the tumour springs by ascertaining, in the second

place, the position of the uterus and the direction in which it is dis-

placed. For when an ovary becomes morbidly enlarged, it almost

always pushes the uterus in the progress of its growth to the opposite

side ; so that when the tumour arises in the right side, the uterus

is found to be pushed or dragged upwards towards the left side

;

and when a sound is introduced into the internal cavity, instead of

Fig. 68.

passing up directly behind the pubes, it is felt to pass obliquely

upwards towards the brim of the pelvis of the left side. Conversely,

when you find that in introducing a sound into the uterus in a case

of ovarian dropsy, the instrument passes obliquely upwards to the

right side, you may be pretty certain that the tumour has originated

in the left ovary. But, passing from this matter, let me remind you

that at our last meeting we were occupied with the consideration of

some of the diseases with which cystic ovarian tumours had been,

or were liable to be, confounded, and the manner in which a

differential diagnosis was to be established between them. I believe

I have already touched upon the special tumours and forms of

Fig. 68. Drawing of a large ovarian tumour showing the position of such

tumours immediately behind the abdominal wall, and in contact with the omen-

tum.—[Bright.

)
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disease that are most frequently mistaken for ovarian growths, and

in regard to which practical errors have been most frequently

committed. There still, however, remain one or two otliers I

should like briefly to turn your attention to. One of these I

big. 69.

neglected to advert to, Avhen previously discussing the differential

diagnosis of pregnancy and morbid tumours, and states of the uterus

from ovarian dropsy. I allude to

8. Dropsy of the Cavity of the Uterus, and of the Amnion.—Some-

times, though rarely, an accumulation of fluid takes place within

the cavity of the unimpregnated uterus ; the canal of the os or

cervix uteri being of necessity for the time occluded. I attended

an unmarried lady, with tlie late Dr. Taylor, in whom I repeatedly

drew off, with a small catheter— passed with some force and

difficidty—large accumulations of serous fluid from the cavity of

the uterus. The fluid was secreted by a cauliflower or cancroid

tumour seated at the fundus uteri, and occasionally the uterus was
distended by its accumulation to the size of a uterus in the fifth or

sixth month of pregnancy. The womb sometimes becomes enlarged

and distended by fluid derived from another source. Some of you
had an opportunity of seeing, during last winter session, a case

where the vagina had become occluded so that the catamenial fluid

Fig. 69 shows the compression and displacement of the abdominal and thoracic

viscera produced by the tumoui'.

—

(Bright.)



432 OVARIA.N DROPSY.

was prevented from escaping, and as it lodged and accumulated

within the cavity of the uterus, that organ became at last of large

size, and had a fluctuating feeling which made it very closely to

resemble a cystic ovarian tumour. These two cases aff"ord you

examples of fluid accumulating in the unimpregnated uterus, pro-

ducing such a change in its form, size, and consistence as is

extremely apt to lead to error in diagnosis. But morbid accumu-

lation of fluid within the pregnant uterus in the form of dropsy of

the amnion, or hydramnios, is more frequent. The shape, feeling

of fluctuation, etc., of the distended uterus is sometimes very

similar to that of an ovarian dropsy. I saw lately, with Dr.

Dunsmiire, a lady who had been delivered of a full-sized, living

child, eight months previously, and who considered herself to be

again about four months pregnant. The tumour in the abdo-

men was very fluctuating, and as large as the uterus at the ninth

month. For a moment I thought that it was probably a case

of ovarian dropsy, but a vaginal examination at once dispelled that

idea, for I found the os uteri open, and the cervix bulging out

above it like a uterus at the full term of gestation. The patient

had been suff'ering severely and alarmingly from constant vomit-

ing, neuralgia, etc. I passed a stylet into the cavity of the uterus.

Above four hundred ounces of fluid ran off', and two small twins

were found in utero. The vaginal examination of the uterus, and,

if necessary, the introduction of the uterine sound, will always, in

this way, enable you to distinguish dropsy of the uterus from dropsy

of the ovary. But enlargements of more distant abdominal organs

are sometimes confounded with ovarian tumours and dropsies. Thus,

occasionally, we find, for example, an

9. Enlarged and Dependent Liver mistaken for Ovarian Dropsy.—
This error is certainly not a frequent one in diagnosis. But I have

seen more than one instance of it, where the hypertrophied liver

stretched downwards, as it sometimes does, into nearly the right

iliac region. Such hepatic enlargement may be produced, as you

know, by various morbid states of that organ,—as by simple hyper-

trophy, by some forms of chronic inflammation, by collections of

hydatids, and by deposits of carcinoma, etc., among the hepatic

structures. This year I saw, in consultation in England, a patient,

whom two excellent medical practitioners believed to be the subject

of ovarian disease, with one cyst jDrojecting forwards, and very

fluctuating under the thin and attenuated abdominal parietes. But

a new and careful examination satisfied us all that the great mass
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of the tumour was formed hy an enormously enlarged liver, and

that the projecting fluctuating part was only a greatly distended

gall-bladder. In this, as in other similar cases, when the patient is

laid suj^ine, you can move upwards the hepatic mass, without pro-

ducing in any degree any corresponding movement upon, or dragging

upwards of the uterine organs. There is a line of resonance from

the presence of the intestinal canal, between the tumour and the

brim of the pelvis, while the range of dulness on percussion extends

upwards from this line to the sixth or seventh rib on the right side.

If the patient has been seen by the practitioner from the first, he

will have traced also the tumour extending from the edges of the

ribs downwards, instead of, as in ovarian disease, from the iliac region

upwards.

10. Ilypcrtrophled Sjjlecn.—You sometimes meet with another

variety of tumour, lying in the left side of the abdominal cavity,

which has also, in some rare instances, been confounded with ovarian

growths. I refer to extreme enlargements or hypertrophies of the

spleen. Such a splenic hypertrophy appears as a tumour somewhat

elongated in form from above downwards, smooth, resistant, and

inelastic to the touch, on the whole with a regular and unbroken

surface, but usually with one or more indentations on the anterior

margin. It passes upwards beneath the ribs, and by percussion can

be ascertained to reach to the very summit of the abdominal cavity,

and even to push the diaphragm unusually high up. It reaches

sometimes considerably beyond the middle line of the abdomen in

front, and its inferior margin can in most cases be distinctly traced

by palpation above the level of the crest of the ilium. But some-

times a splenic tumour extends further downwards into the iliac

fossa and the pelvic cavity, so that its lower border cannot be easily

defined, and these are the cases where a splenic enlargement becomes

liable to be mistaken for ovarian dropsy. Cases are on record where

such a mistake has been made ; but if you will only bear in mind

the physical characters which I have spoken of as distinctive of this

form of tumour, I think you may save yourselves from such an error.

If you are still in doubt, the history of the case will probably solve

it. For you will find on inquiry that, as in excessive hypertrophies

of the liver, the tumour, if it be a sjslenic one, grew from above, and

is chiefly moveable in an upward direction
;
whilst, on the contrary,

an ovarian tumour is noticed first in the lower part of the abdominal

cavity, and is incapable of being moved upwaids to any considerable

extent. On examining the blood, moreover, in a case where the

VOL. III. 2 F
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spleen is thus enlarged, the number of the white or colourless cor-

puscles, as you are all well aware, is sure to be found greatly multi-

plied ; and such an increase in the number of these globules is not

likely ever to be met with in any case of ovarian dropsy, except as

an accidental and temporary phenomenon. Again, I have known an

ovarian tumour to be mistaken for a morbid condition of the kidney,

and the reverse ; and more particularly has this error been com-

mitted with regard to the

11. Loose or Mobile Kidney.—This condition is by no means un-

frequent, and is often mistaken for more alarming diseased states,

and particularly for various organic affections of the abdomen. I

have known it confounded with tumour of the ovary ; but I have

known it far more often mistaken for hepatic disease, and the un-

fortunate patients, in consequence, leeched, blistered, mercurialised,

etc., and all most unnecessarily. The kidney is normally bound

down in its site by the peritoneum covering it on its anterior sur-

face. But when it enlarges from any cause— and the kidney is

liable to various types of transitory hypertrophy and increase of

size—it stretches and pushes its peritoneal coat before it, till at last

the peritoneum envelopes it, first laterally, and then it may be even

posteriorly, imtil at last the organ becomes pediculated, as it were,

like a polypus—or, more truly speaking, until the kidney makes for

itself a more or less perfect mesonephron formed of a double

reflection of peritoneum, on the same principle as the mesentery or

mesocolon. I have seen this condition of parts on dissection.

Wlien the kidney becomes in this way loosened from its normal

site, it sometimes falls so low down as to be mistaken for an

enlarged ovary. Tliis loose or mobile kidney is very often detected

accidentally, having produced no special symptoms whatever.

Occasionally, it seems to cause disturbances from time to time in

the functions of the liver, stomach, and neighbouring viscera ; and

sometimes the floating kidney itself becomes swollen and painful

from time to time. The loose and dislocated organ generally gives

a sensation of sickness and pain, when compressed between the two

hands of the examining physician. You can usually readily feel it

like a floating, or mobile tumour, if you lay the patient supine, and

place her half-way between the positions on the side and back, with

one hand placed on the renal region behind and the other in front.

You feel a mass of the size of the normal kidney, which you can

sometimes displace, to a limited degree, in various directions.

Usually, however, it most readily puslies upwards under the false
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ribs, and sometimes it will slip up in this direction from your two
hands—like an orange eluding your attempt to seize it. This form

of loose kidney is much more frequent on the right than on the left

side, though I have seen it in some patients simultaneously on both

sides. It is a condition of matters which time and improved health,

and especially the improved stoutness and fatness of the patient,

certainly sometimes rectifies—as I have repeatedly witnessed. But
here I have only to speak of it as liable to be confounded with

ovarian disease. The size and form of the mobile kidney will

enable you to draw the distinction between them ; and if you have

still doubts, the tracing the supposed tumour to its normal attach-

ment and site in the renal region, and the freedom of all organic

attachments between it and the ovarian region will dispel any

difficulties.

12. Distended Bladder.—-Finally, gentlemen, let me mention one

other form of swelling which has been in a few instances, and

usually only for a brief time, mistaken for ovarian dropsy. I allude

to the kind which is formed by the urinary bladder when it becomes

greatly over-distended. Called to such a case, and finding what

you may at first supjiose to be a cystic tumour, reaching as high as

tae umbilicus, and passing down to the pelvis, you might, for a

moment, be led to imagine that it was of ovarian origin. And j^ou

will be all the more likely to be led into error if the retention has

gone to such an extent as to have led at last to a form of incontin-

ence, for the constant dribbling away of the urine may make you over-

look the antecedent accumulation. In fact, you will find occasionally

that patients pass urine from time to time without ever fully

emptying the Idadder, which thus continues to resemble a dropsical

abdominal swelling. In a case of this kind, in which Berger was

consulted as to the proper mineral waters which the patient should

use, he introduced a catheter, and instantaneously cured the patient.

But should you ever commit such a mistake in diagnosis as to

confound a distended bladder for an ovarian dropsy, and follow it

up by the misdeed in practice of acceding to the patient's urgent

demand for relief by tapping such a cyst, you can easily understand

how fatal the double error might prove to be. But I do not

anticipate that such an unfortunate error Avill ever be made by any

of you ; and certainly you can always avoid the danger of it, by

carefully inquiring into the patient's history
;
and, where any doubt

remains, or even any shade or suspicion of a doubt, by introducing a

catheter into the bladder and finding if fluid may be there
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accumulated. In such a case the employment of the catheter is at

once a means of diagnosis and a means of cure. Besides,

in the differential examination of any doubtful and difficult

examples of pelvic and abdominal tumours, it is a measure of

physical diagnosis that we should never omit. The bladder is

often displaced laterally by such tumours ; it is often so displaced by

large ovarian tumours ; and you can only ascertain the degree and

extent of its displacement by the use of the catheter or sound.

But I must bring these remarks on the Differential Diagnosis of

Ovarian Dropsies to a conclusion, as I fear that I have already

dwelt on this part of the subject too long
;
without, however, having

exhausted it. There are other forms and varieties of abdominal and

pelvic disease, which are sometimes, though more rarely, mistaken

for cystic ovarian tumours, and the reverse ; such as malignant and

cystic tumours originating in the omentum, in the walls of the

intestine, in the walls even of the stomach, in the pancreas, and

in the mesentery, in the subperitoneal cellular tissue, etc. But it

would unreasonably exhaust your time and mine, if I were to dwell

longer on these topics. In every doubtful case, before finally de-

ciding that it is an ovarian cystic tumour, strive to make out that

you have positively present the essential signs of that disease, and

that negatively the signs are absent which belong to any analogous

kind of abdominal or pelvic tumour. If j^ou have still doubts on

the subject,—and there are puzzling and perplexing cases which will

leave you in doubt, despite the most careful and repeated examina-

tions,—then, at all events, do not have recourse to anything active

or dangerous in the way of treatment, as long as such doubt remains,

lest you damage instead of benefiting your patient.

In describing to you, in my preceding lecture, the individual

symptoms of ovarian dropsy, I made, I fear, various omissions, some

of which I may take an opportunity of supplying when subsequently

discussing various points in the surgical treatment of the disease.

In the meantime, let me pass on to the most important matter of all

connected with our subject—namely :

The Treatment of Ovarian Dropsy.

The treatment of this disease may be divided into the Medica

or Surgical. Under these two divisions, therefore, I should wish to

speak at present of the means which may be employed for the alle-

viation or the cure of ovarian dropsy, and first of all as to the
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A.

—

Medical Treatment.

If you will take the trouble to look into the records of this

disease, you will find that ol)servations have been published from

time to time, by different authorities, as to the supposed good effects

of various remedies in ovarian dropsies, and that cases are duly related

in which it is averred that such remedies had been successful in caus-

ing a cure, or, at least, an alleviation of the malady. For my own

part, let me state at once, I have no belief that any drugs or medi-

cines ever removed a cystic multilocular growth or dropsy of the

ovary. I would almost as soon expect to remove by them a foot,

or a hand, or any integral part of the normal body. In any excep -

tional cases, where internal medicines have appeared to diminish

ovarian tumours, you may rest assured that a primary error in

diagnosis has been committed, and that the supposed ovarian growth

was a meteorismic tumour of the abdomen, or ascites, or a specimen

of some of those other maladies of a curable type that are often

enough mistaken for ovarian disease. But in medical works you

may read, and read profusely too, of medicines—now of one kind,

and anon of another ^—which have been much bepraised because of

their imagined action in causing the absorption, sometimes of the

solid walls, sometimes of the fluid contents of ovarian cysts, thus

bringing about, in one or in both of these ways, a reduction in the

size of the tumour. The principal remedies which have been sup-

posed to be invested with this power, belong to the class of altera-

tives or deobstruents. Among those most frequently used with the

object of reducing the size of ovarian tumours, preparations of mer-

cury, of iodine, of bromine, of potass, and of lime, may, perhaps,

be regarded as the chief. You will, however, find other classes of

remedies also spoken of as possessed of power over ovarian growths.

In works published before the beginning of this century, it is not

unfrequently argued and averred that the medicines which are found

effectual in dispelling other forms of dropsy, are also capable of

curing dropsy of the ovary. The word " dropsy" misled them ; and

the fluid formed in the sac of a new and morbid growth having

received the same designation as an effusion in an ordinary serous

cavity, it was imagined that the remedies that Avere curative in the

latter should also be of service in the former. Hence arose the

occasional use of diuretics, diaphoretics, and hydragogue cathartics,

in ovarian cystic disease. But I believe all trustworthy observers

have now come to the conclusion that these classes of remedies,
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which are often so useful in the removal of the ordinary forms of

dropsical effusion are of no use in the removal of the so-called dropsy

of the ovary
;
though they may diminish the ascitic collection by

which they are sometimes surrounded. And as for the special deob-

struent and alterative remedies of which I have spoken, I believe I

may, with perfect justice, say that they are at least as ineffectual.

I use this remark as equally applicable to these drugs, whether

they are exhibited internally as medicines, or applied externally in

the various forms of ointments, plasters, fomentations, etc. Nay,

the use of these so-called deobstruents is not only ineffectual ; it is

sometimes more—it is hurtful and injurious. I have seen mercury

pushed both far and long, in patients suffering from ovarian dropsy.

But I never saw any diminution in the size of the tumour result

from it, nor was the patient's condition ever imjaroved in any degree.

On the contrary, poisoning with mercury has generally a detrimental

and injurious effect on the patient's constitution— reducing her

strength, and rather favouring the growth of the morbid mass than

otherwise. For an ovarian cystic tumour is of the nature of a para-

site, which grows the more rapidly in proportion as the system of

the i^atient gets weaker, and thus the onward progress of the dis-

ease, instead of being checked by the use of mercury, is actually,

though indirectly, promoted by it. Much evU, then, may result

from the use of this drug ; and doubtlessly much evil has followed

its employment ; while I believe it has never been of any real ser-

vice in checking the growth of a cystic ovarian tumour. In all

cases, therefore, of that disease, I would most emphatically advise

you to eschew it altogether. Liquor potassse was at one time fre-

quently prescribed ; and muriate of lime was often used by my pre-

decessor. Dr. Hamilton, in cases of ovarian dropsy, with the view

of leading to the absorption of the fluid. But when I tell you that

their use for this purpose has been entirely, or almost entirely,

given up by medical men of the present day, you may understand

how little they were found effectual for the desired object. Nor, I

regret to say, have I anything more favourable to state with regard

to the effects of iodine and bromine as remedies for the removal of

ovarian growths. I have known iodine, or hydriodate of potass,

tried long and perseveringly, with no other effect than sometimes the

unfortunate one of damaging and depressing the patient's constitu-

tion
;
and, from what I told you a minute ago, when speaking of the

use of mercury, of the evil consequences of any deterioration of the

patient's general health, you will see at once that it is not a remedy
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to employ actively in ovarian drojjsy. Bromine, or bromide of

potassium, on the contrary, usually acts as a good tonic, and may be

administered without any risk of injuring the patient. If it does no

good, at least it will do no harm. When I come to speak of the

treatment of fibroid tumours of the uterus, I shall try to show you

that bromine exerts sometimes a decided influence in producing ab-

sorption or involution of that form of tumour ; but I cannot say that

I have seen any such good effects result from its use in the case of

ovarian tumours, although I have frequently administered it for a

lengthened period. On the whole, then, I would beg to advise you

to be very chary of the administration of drugs, and especially of

strong and heroic drugs, in cases of multilocular ovarian dropsy.

One of the great, and, let me add, difficult lessons, which you will

have to learn when you come to practise, is to know wlien to stay

and withhold your hand, and to keep yourself from injuring your

patient by over-confidence in medicine, and by the too great use of

physic. In the case of ovarian disease, patients will often urgently

demand of you some remedy to dissolve their tumour ; and if you,

in compliance with their request, or believing any drug to be

possessed of such a solvent power, begin to administer a quantity

of drugs, you may often do harm instead of good. A tumour, which

might have remained of moderate size, and proved a source of but

remote danger to a patient, may be stirred up into active develop-

ment and growth, and speedily come to be a source of danger and

distress in consequence of an injudicious attempt to promote its

absorption by the use of remedies calculated to act injuriously on the

patient's general health. I would, therefore, advise you always to

be well assured of the necessity of interference before you proceed

to subject a patient with ovarian dropsy to any special kind of

medical treatment. In the way of this treatment, perhaps the

only indications which you will be called on to fulfil are the fol-

lowing—
1. Keep lip the Standard of Health.—To maintain the general

health and strength of the patient at the highest possible standard,

you may require to regulate her diet and general hygiene, and may
deem it proper to give tonics and other kinds of remedies. But in

administering drugs of any kind, you must always bear in mind that

you do so only with a view to the patient's general condition, and

with the certainty that in keeping up her strength you do all that

can usually be effected to retard or prevent the growth of the tumour

and to protect her from the dangers of its enlargement.
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2. Alleviate Symptoms due to the Pressure and Presence of the

Tumour.—The tumour, especially in its earlier stages, sometimes

presses on the rectum, and the bowels are apt to get constipated
;

or it presses on the bladder and causes dysuria, or retention of

urine. Hence you will require occasionally to administer aperients,

or to order an enema, and to prescribe some sedative mixture, or

soothing application ; or introduce the catheter. When the limbs

begin to swell and become cedematous from the pressure of the

tumour on the abdominal vessels, you will be called on to give

diuretics to promote the resorption and elimination of the anasarcous

fluid. Vomiting, and all other mechanical and functional symptoms,

must in like manner, be, as far as possible, counteracted and sub-

dued, by means of the appropriate remedies. Occasionally when an

ovarian tumour has ascended into the cavity of the abdomen, and

its pedicle has become much elongated, so as to permit to the tumour

a considerable freedom of motion, it causes distress and discomfort

to the patient, by constantly rolling about from side to side in the

abdomen, and producing compression, now of one organ, and again

of another, according to the position assumed by the patient. To

relieve this disagreeable symptom, all that you may require is to en-

deavour to fix the tumour ; and this you can in most cases accom-

plish by making the patient wear a plain elastic abdominal belt,

such as is furnished by most surgical instrument and bandage

makers ; or the patient may make a simple binder for herself that

will suffice to keep the tumour fixed in one position. I have already

told you that when an ovarian tumour has attained a certain size, it

almost always passes gradually, and of its own accord, upwards out

of the small hard-walled cavity of the pelvis into the roomy and dis-

tensible abdominal cavity. But it happens occasionally, though cer-

tainly very rarely, that the tumour gets impacted in the cavity of

the pelvis after it has attained such a size as to fill up all the avail-

able space in it ; and as it goes on growing in this position, you can

readily understand what an amount of suffering it will, in such a

case, occasionally cause to tlie patient from the pressure it exerts on

the surrounding soft parts. The distress experienced in such a case

is much greater than that produced by the pressure of the normal

gravid uterus
;

for, in truth, it exactly imitates the effects of a

pregnant ' uterus, retroverted, and impacted below the brim and

within the cavity of the pelvis. It is relieved also in the same

way ; for by exerting with your fingers adequate and steady pres-

sure on the tumour, through the back wall and roof of the vagina.
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you can usually push the ovarian mass upwards into the abdominal

cavity, into which it should have already mounted ; and then the

relief which the patient feels, is so instantaneous and complete, that

she will be ready to believe that you have wrought a miracle upon

her, and that she has been suddenly cured. You know, however,

that such is not the case, that she has only obtained relief from her

immediately urgent symptoms, and that betimes the tumour will

again make her aware of its existence, and lead to the production of

a series of other symptoms, which it will be infinitely more difficult

to subdue or control.

3. Subdue Local Inflammation when it occurs.—Perhaps the only

other indication that remains to be fulfilled in the way of medical

treatment, is to put in use all the various antiphlogistic measures

with which you are acquainted, for subduing inflammation when it

arises in the wall of the cyst ; and for counteracting the efi"ects of

such inflammation, when it has gone on to some of its higher grades.

It is rarely that you find inflammation taking place in the interior

of an ovarian cyst, until some operation has been undertaken for

the cure of the disease. Yet, even in cysts which are tapped for

the first time, we sometimes find the fluid that escapes turbid, from

the admixture of matters evidently of inflammatory origin ; and if

the patient's history be inquired into, we can usually make out that,

at one period or another, from the time when she first noticed the

tumour, she had had occasional shiverings and pain in the abdomen,

and that sometimes also she had suff"ered from profuse perspirations.

Most frequently, all symptoms of inflammation occurring in the

interior of an unruptured and unopened cyst pass unnoticed ; and

when patients come to you with cystic ovarian tumours, com-

plaining of pain and other symptoms of inflammation in the tumour,

you will usually be justified in concluding that the morbid process

is taking place, not in the interior of any cyst, but on the external

peritoneal surface of the growth. So long as such tumours are of

moderate size, they usually roll about freely in the abdominal cavity,

and show no great tendency to become the seat of any inflammatory

process. In some patients, however, even when the tumour is still

comparatively small, there seems to be a tendency to the occurrence of

inflammation on its peritoneal surface ; and if this morbid action

goes on unchecked, the serous covering of the tumour becomes,

in circumscribed patches, the seat of adhesions between the outer

surface of the cyst and the abdominal wall or viscera. Whenever,

therefore, you find decided symptoms of inflammation occurring in an
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ovarian tumour, it becomes a duty of the greatest importance at once

to endeavour to check the process, and prevent it, if possible, from

going so far as to lead to the production of adhesions without, or

pus within, the tumour.

This, then, is all, or nearly all, that can be effected in the way

of medical treatment in any case of ovarian disease. A cure of the

disease from absorption of the tumour, induced by any kind of

remedial agency, is au event which you can never, I believe, trust

to. You employ internal remedies only to keep up the patient's

strength, or to palliate special symptoms. To bring about either a

palliative or radical cure of the disease, you must have recourse,

sooner or later, to some form of surgical treatment. But I must

postpone till another occasion the discussion of that important sub-

ject, and then inquire with you what prospects surgery offers on

this point. I regret, only, that these prospects are not of a brighter

and happier tint than I shall have occasion to picture them to you.
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LECTURE XXVIII.

ON OVAEIAN DROPSY—ITS SURGICAL TREATMENT.

Gentlemen— Great diversities of opinion have prevailed with

respect to the proper principles on which the surgical treatment of

cystic or dropsical tumours of the ovary ought to be conducted

;

many methods of surgical treatment have been proposed ; and some

authorities have doubted the propriety of all surgical interference

whatever. It would be almost an endless, and, withal, a very pi'ofit-

less task, were I to dwell uj^on all the details of the different modes

of surgical practice that have been resorted to in the treatment of

ovarian dropsies. You will be better able to undertake the manage-

ment of a case when it comes under your own observation, if I now
endeavour to point out and illustrate the general principles which

must be followed in the ti'eatment of the malady. But let me pre-

mise a hope that in the course of a few years—especially as the

attention of the profession is now strongly directed to the subject

—

we may yet see all the means of the surgical treatment still more

systematised and reduced to order than they have ever yet been, for

then only shall we be able duly to appreciate each, and to know in

what case to adopt or in what to reject it.

Of all the surgical means, then, by which it has been attempted

to reduce and keep reduced, an ovarian tumour, perhaps the simp-

lest is

I. The Application of Pressure.

Mr. Benjamin Bell, and Dr. Hamilton, of this city, tried, long

ago, to dispel ovarian tumours by means of pressure ; and in later

years this plan of treatment has been revived by Mr. Baker

Brown, who has carried it out much more perseveringly and sys-

tematically, and, it is reported, with better success. On what prin-

ciple, some of you may ask, could we ever hope to arrest the growth,

or bring about the resorption of cystic ovarian tumours by the

application of pressure 1 I have already tried to show you that
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such tumours tend to develop themselves chiefly in the direction in

which they meet with least resistance to their increase and growth,

and it was supposed that by presenting an adequate obstacle to the

growth of the tumour towards the abdominal cavity, as persistent

and effectual as that which it naturally meets with in the hard-

walled cavity of the pelvis, the further progress of the growth

might be stayed, and, perhaps, even a certain degree of diminution

produced in the size of the tumour. The same principle of treat-

ment has been applied to other forms of morbid growths also, by

Eecamier, Arnott, Young, and others. It has been attempted in

this way, for example, to check the growth of cancerous tumours,

and to bring about their destruction, by subjecting them to such a

degree of pressure as would hinder the further development of the

individual component cells of the compressed mass, or lead to their

speedy dissolution and decay. This kind of treatment was carried

out long and perseveringly, and in many different ways ; but all

hope of curing cancer in this way has now, I believe, been given

up
;
and, I believe, that for the cure of ovarian tumours too, such

treatment is almost equally hopeless. Compression of ovarian

tumours was eff'ected by means of books, metallic presses, or folds

of lint and linen cloth, laced and tied over the abdomen by all

kinds of bandages. The application of the compressing agent was

sometimes preceded by a preliminary tapping, with the view of pre-

venting a re-accumulation of the fluid in the interior of an evacuated

cyst, and with some hope also of producing the cohesion of its

collapsed walls. I have known cases where this treatment has been

tried, and have been told by the patients subjected to it that the

amount of pain and distress produced by it was almost intolerable.

If you inquire with what degree of success this plan of treatment

has been attended, I think you will find it but very slight ; and I

believe the very few and isolated cases of cure that have been re-

ported as probably or possibly resulting from it will hardly induce

you to submit any of your patients to such an irksome and painful

process.

II. Paracentesis.

The oldest practice, and that which is still most frequently had

recourse to in the treatment of cystic tumours of the ovary, is the

removal of the fluid from the largest and most prominent cyst or

cysts by tapping them with a trocar and canula, or even by means

of a simple knife or lancet. Various questions at once present
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themselves in connection with this mode of treatment. Let us see,

first of all, under what circumstances we ought to puncture an

ovarian cyst—or, in other words, let us study

1. The Cases requ.iring the Operation.—In Britain the operation of

paracentesis abdominis is, as a rule, almost never had recourse to,

till the ovarian tumour has attained such a size that it compresses

injuriously the abdominal organs, and interferes with their function,

or even impedes the action of the diaphragm, and renders respira-

tion difficult, so that the patient is subjected to much discomfort and

suffering, her health perliaps already damaged and impaired, and,

it may be, even her life itself endangered by the distension to

which she is subjected. Some writers have attempted to determine

and define in what particular cases and conditions the operation

should be performed
; but, whatever rules you may find laid down

regarding it, I repeat, that when you come to practise you will

usually find that the degree of distress which the patient is suff'er-

ing, or the degree of danger to which her health or life is exposed,

are the indications that guide and impel you to the performance of

the operations. Having decided as to the necessity of the operation

in any particular case, you have next to determine where the tap-

ping should be made ; or

2. The Place of Puncture.—The puncturing instrument is visually

introduced in the linea alba a few inches below the umbilicus, at

about the upper third of the distance between the umbilicus and the

symphysis pubis, because in most cases the cyst is in this locality

sufficiently prominent to be easily pierced, and there are no vessels

of any consequence in the abdominal wall which are likely to be a

source of hemorrhage, if they should happen to be injured by the

trocar or lancet. I don't very well know for what reason, some

surgeons have proposed to evacuate ovarian cysts by puncturing

them through the bladder. I can easily see that there might be a

good deal of danger attendant on such a proceeding, but what

advantage it could have over other and safer forms of the operation

I do not understand. I have sometimes tapped ovarian dropsies at

other points of the abdominal walls, as in the middle line above the

umbilicus, or in one of the linete semicirculares below it ; and we
are obliged to select these or other spots in those exceptional cases

where the cystic mass is too dense at the usual site for abdominal

paracentesis, or where the trocar and canula have failed to draw off

any sufficient amount of fluid when introduced in the usual position

of the linea alba. If the subcutaneous veins are much increased in
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size,—as they often are vicariously in ovarian dropsies wliicli are

large enough to compress the vena cava inferior,—be very careful

to choose for the insertion of your trocar a spot which presents no

enlarged veins beneath the skin. But in tapping ovarian dropsies

the abdominal parietes have not always been selected as the seat of

puncture. Sometimes they have been tapped through the vagina

and the bladder ; and I have read of the proposition of tapping also

ovarian cysts through the rectum. The primary objection to jjer-

forming the operation, as a common rule, through any such depend-

ent localities is simply this,— the denser portion of multilocular

ovarian tumours is, as I have already explained to you, almost

always placed inferiorly in the cavity or at the brim of the pelvis,

and we cannot usually easily or at all reach the larger cyst or cysts

of the tumour by entering the canula from below. In some excep -

tional cases, however, we can readily enough empty the tumour in

this way ; and if we can there is no valid objection to performing

paracentesis, as Nonat, Naumann, Watson, Arnott, Ogden, and

others have done, by puncturing the dropsical collection through the

roof of the vagina.

3. Results of the Opemtion.—If you ask What results are to be

expected from this operation, and with what hope of cure may it be

undertaken 1 I must at once tell you that the hopes of an ultimate

and complete cure by means of it are very faint and slight indeed
;

and that it is usually had recourse to only as a means of temporary

palliation. It has happened comparatively but very rarely that the

simple tapping of a cystic ovarian tumour has been followed by a

final cure of the disease. In ninety-nine cases out of a hundred,

where the patient survives the first tapping, the operation requires

to be repeated again and again ; and every time it is had recourse

to, the interval, as a general law, becomes shorter and shorter

between every two successive tappings. Sometimes women have

survived for many years a series of tappings, and enormous quanti-

ties of fluid have, in such cases, been drawn off from the cysts, as

the following table shows :

—

Table of Ovarian Tappings, etc.

Caaes. Number of Tappings, etc.
Quantity of
Contents.

Lady Paget (Dr. Mead) . .

Mr. Ford's case ....

Martiiieau, of Norwich .

67 in 5 years.

49.

129 in 8 years.

in 10 months.
80 in 25 years.

240 gallons.

350 „
461 „
427 ,,

729 „
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The table shows you, I repeat, the frequency with which the

operation of tapping has been repeated in a few of the more rare

and remarkable cases that have been put on record, and the large

quantity of fluid that has been abstracted in each case in the course

of these oft-repeated evacuations. Sometimes you may j^ossibly

meet with a case where the patient does not succumb until after the

lapse of many years, and after the operation has been very fre-

quently repeated. But that is certainly not at all the history of

the ordinary run of instances of ovarian dropsy, for the patient

usually dies after the operation has been only a few times performed.

Let us ask, then,

Is Tapping a Dangerous Operation ?

I believe it is by no means free from danger, more especially

when performed for the lirst time. I have just told you that in

some instances the operation has been repeated a great many times

upon the same woman with the most perfect impunity, and the

observation of cases of this kind where patients have been thus

frequently tai^jied, may have led to the conviction impressed on

many professional minds that the operation is as safe as it is simple

and easy of performance. But that the operation is not so simple

and harmless as it appears, some of you have had an opportunity of

seeing in the case of a patient who died in the hospital in the early

part of the year. I doubt not some of you will be able to recall to

memory the patient I refer to. She was suffering from a large en-

cysted tumour of the ovary, the great bulk of the disease being pro-

duced by the excessive development of a single cyst, which I tapped

with the ordinary trocar and canula. The operation must have

appeared to you a very simple one ; there was no kind of complica-

tion or peculiarity about it : and certainly we were but little appre-

hensive of danger at the time. But in a day or two, inflammation

sprang up in the interior of the evacuated cyst, and the patient died

of a form of surgical fever. About the time when that fatal case

occurred in the hospital, I saw, along with Dr. Coldstream, another

instance of the disease in the person of a young unmarried lady,

who hod, when in England, consulted Dr. Clay as to the propriety

of ovariotomy. Before, however, finally determining on that point,

or on the injection of iodine, or other special measure, we agreed to

make one preliminary tapping, to see what might be the nature of

the contained fluid ; whether there were any adhesions, and what.
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in short, were tlie exact characters, relations, and conditions of the

tumour, as far as they could be ascertained, after the evacuation of

the principal cyst. A quantity of pale bland-looking fluid escaped,

and there was nothing noticed at the time in connection with the

case to make us apprehensive of the result. But, as in the other

case, the lining membrane of the cyst inflamed, and the patient died.

Two cases of this kind, occurring so nearly at the same time, serve

to remind us very forcibly of what we so readily forget in the midst

of the ordinary run of successful—or, at least, innocuous—cases of

the operation, viz., that simple tapping of a cystic ovarian tumour

may sometimes be fatal. In these two instances, the patients were

both operated on for the first time ; and I mention this circum-

stance in order to impress it more emphatically upon you, that the

operation is chiefly dangerous when the cyst is for the first time

evacuated. When once a patient has been subjected to the opera-

tion successfully, or, at least, without undergoing any special hazard,

she is comparatively safe, and the operation may be repeated as

often as the urgency of her symptoms requires it without the same

degree of fear of a fatal issue. When a tapping is performed for

the second, third, or fourth time, it seldom by itself proves fatal

;

for when the patient survives the first operation, it is not untU she

has become exhausted by the successive accumulations and repeated

evacuations of the fluid that she finally sinks from gradual exhaus-

tion and irritative fever which succeeds the series of operations.

Thus, I have before me a preparation of encysted dropsy of the

ovary, taken a short time ago from the body of a patient who died

of that disease. The tumour had been growing for about three

years, and in the month of July, of last year, it had attained such a

size, and interfered so much with the patient's health, that I was

obliged to tap her then, for the first time, in order to relieve her of

her urgent symptoms. She got over the operation remarkably well,

and enjoyed tolerable health for three or four months ; but in

the end of November the tapping had to be repeated because of the

great re-accumulation of the fluid and the recurrence of the symp-

toms. She thus again procured a temporary relief, but now of

shorter duration, for in two months the tapping had to be again

performed. Her recovery on this occasion was not so perfect, and

when, in a few weeks afterwards, the fluid was again drawn off", it

was found to be mixed with pus. From this time her health and

strength rapidly declined ; the paracentesis had again to be repeated

three diff"erent times, and after each renewal of the operation she
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was found weaker than before, till at last she sank and died in

rather less than a year from the time the operation had been first

l)erformed. Such a history is the common sad history of many a

case of ovarian dropsy and ovarian tapping
;
though there are many

where the progress of tlie disease is less rapid, and where the evacu-

ation of the fluid requires to be effected mucli more frequently ere

tlie patient finally succumbs. But all of them alike show that when

tlie first tajjping has been safely and successfully got over, the

operation may usually be repeated often with less immediate danger.

Why is it—you may ask,—that the operation is so much more

dangerous when it is performed for the first time 1 It is usually

supposed, and it has often been said, that tapping an ovarian cyst is

a very simple operation. But, in first cases at least, it is really not

so. After the operation has been once performed, you may often

expect some adhesion to have taken place between the surface of

the tumour and the abdominal parietes, so that the jiuncturing

trocar most probaljly only penetrates these fibrous masses in future

operations ; while in first tappings, or in cases wliere no adhesions

have been formed between the tumour and the abdominal wall, the

peritoneum is wounded at two points, in one or both of Avhich

inflammation may readily be set up, and whence it would speedily

spread over a large extent of surface. The fluid escapes usually to

some degree into the peritoneum, and all may go on safely enough

if this fluid be healthy in character, and unmixed witli inflammatory

products. But in first cases, with the operation usually postponed

as long as possible, you will not unfrequently find that the fluid

that flows out is mingled with inflammatory products ; and should

any of this deteriorated and morliific matter escape jiast the canula,

or through the unclosed aperture of the cyst-wall into the cavity of

the peritoneum, it would be sure to light up a degree of inflammation

there which might soon prove fatal. We have not very many
statistics relating to this subject, but I show you here a Table, from

which you can learn both how frequently ovarian tapping proves fatal

after its first performance, and how very speedily, in the majority of

cases, the disease hurries on to a fatal termination after the practice

of tapping the cyst is once begun. The table is drawn from an

Essay by Dr. Fock, published at Berlin in 1856. Several of the

patients were tapped many times. The Table shows merely the

VOL. III.
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Date of Death op the Patients after First Tapping in 132 Cases

OF Ovarian Dropsy.

25 died within some hours or a few days,

24 „ „ six months,

22 „ „ the first year,

21 „ „ the second year,

11 „ „ the third year.

29 only were alive at end of last date.

132

The mortality from first tappings, or, in other words, the pro-

portion of the 132 patients that died within a few hours, or a few

days at most, after the operation was performed for the first time,

was 1 in every 6. Professor Kiwisch, of Wurzburg, lost 9 patients

out of 64, or about 1 in every 7, within twenty-four hours after

their first tapping for ovarian dropsy. Several years ago Mr.

Southam, of Manchester, published a table from different sources of

the results of 20 cases of ovarian dropsy treated by paracentesis. Of

these 20, 4 died within a few hours after the first tapjjingj 3

within the first month ; 1 4 in all within nine months. Of the

remaining 6, 2 died in eighteen months and 4 lived from periods

varying from four to nine years. Dr. Meigs, of Philadelphia, speaks

of his impression being that among the first tappings of ovarian

dropsy which he has witnessed during his long and useful profes-

sional life, nearly one-half have been speedily followed by the death

of the subject from peritonitis, developed soon after the performance

of the operation. This mortality is certainly much larger than the

average. But I have said enough to make you cautious and careful

in regard to your prognosis in reference to tapping an ovary for the

first time. In short, all experience and all statistical records go to

show that the operation of tapping for cystic disease of the ovary is

not always a safe operation, that it is not usually a satisfactory one,

and that it very seldom proves successful. It is very rarely, indeed,

that it ever produces a cure ; at the best it is usually only a temporary

palliative, relieving the patient from symptoms very distressing and

immediately dangerous. But after a longer or shorter period the

symptoms of distress and danger, thus abated and averted, are almost

sure to return and call for a renewal of the operation ; and so the

case goes on, with intervals of relief following the repeatedly-per-

formed operation, but growing always shorter and shorter, till finally

the patient gets worn out and dies.

I shall continue my remarks on the Surgical Treatment of

Ovarian Disease in my next lecture.
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LECTURE XXIX.

ON OVARIAN DROPSY—ITS SURGICAL TREATMENT.

Continued.

Gentlemen—In my former lecture, when treating of paracentesis

as the means of surgical treatment most frequently adopted in prac-

tice in the management of ovarian dropsy, I described to you— 1.

The cases requiring the operation of tapping ; 2. The place or

places at which the operation should be performed
;
and, 3. The

results of paracentesis as a curative or palliative measure. There

are still one or two points in reference to this operation demanding

our attention, as,

4. The Position, etc., of the Patient during the Operation of Para-

centesis.—Formerly the operation of tapping an ovarian cyst used to

be performed in a manner at once cumbrous, uncertain, and incon-

venient. The patient was seated in a chair, or on the edge of the

bed. A sheet or bandage, with an opening in front opposite the

point where the puncture was to be made, was then applied and

adapted accurately to the abdomen. The ends of the sheet, after

having been crossed behind, or one of them passed through a slit in

the other, were intrusted each to an assistant, whose duty it was

gradually, as the cyst emptied, to pull and tighten the bandage so

as to make it act as an abdominal com.press, which should serve at

once to aid and accelerate the evacuation of the dropsical fluid, and

secure the patient against the chances of faintness and syncope

—

accidents to which she was supposed to be liable from the sudden

withdrawal of a large quantity of fluid when seated in an upright

position. In this tedious and troublesome fashion the operation was

a few years ago almost universally conducted. It is still so carried

out by some practitioners. But I am sure no one has j^ei'formed

this kind of oi^eration frequently, or seen it performed by others,

without observing to how many drawbacks and discomforts the jjro-

ceedings were suljject—from the irregular adaptation and compres-

sion of the bandage ; from its liability to change its own position,

and to displace the canula ; from its unequal tightening, and other
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similar mishaps. To get over these difficulties, I proposed and put

in practice, several years ago, a new method of operating, in wliich

the compress is entirely dispensed with, and the operation is ren-

dered far more simple and easy, at once for the patient, the practi-

tioner, and the assistants. According to this plan the patient is not

made to sit up at all, but is allowed to remain in bed in the horizon-

tal posture ; for she is less liable to syncope in the latter than in

the former position ; besides that she is by this means saved from

all the fears and anxieties of what must always appear to her to be

very formidable jjreparations. She is made simply to lie forward to

the very front of the bed, and the protuberant abdomen is made to

project to some extent beyond the edge of the bed. At the same

time this part of the bed is, of course, to be protected by means of

some folds of a sheet or towels. The trocar having been introduced

into the cyst at the selected point, and with the usual precautions,

the expulsion of the fluid is left to be eff"ected at first by the elasti-

city of the abdominal walls, and afterwards by the force of the

atmospheric pressure on the abdominal surface. As the evacuation

goes on slowly and steadily, you can usually perceive the outlines of

the secondarj'' cysts—if such are present—gradually becoming more

and more prominent ; and in most cases we can perceive an elevated

line passing from the anterior superior spine of the ileum towards

the linea alba a little below the umbilicus, while on either side of

this ridge the depression is usually most distinct. As the discharge

proceeds, the cysts and abdominal walls covering it become steadily

and uniformly compressed and flattened, far more steadily and uni-

formly under atmospheric pressure than under the pressure of any

kind of mechanical binder. When the cyst is nearly emptied, the

evacuation of the last remaining portion of the fluid may be favoured

by having the patient turned somewhat more prone, and sometimes

perhaps—but not often—gently pressing the sac with the hands.

But let me advise you to be careful not to manipulate ovarian cysts

too much during their evacuation, lest in incautiously raising the

hand after exerting some degree of compression, you give an oppor-

tunity for the atmospheric air to be sucked up through the canula

into the interior of the cyst ; for inflammation of the lining mem-

brane of the cj'st is liable to be set up as a consequence of its en-

trance. After the cyst has been as entirely evacuated as possible,

place your finger on the orifice of the canula and cautiously with-

draw the tube ; the abdominal parietes which it traverses being

compressed by the fingers and thumb as tlie instrument is withdrawn
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tlirougli them. A jjad of lint is adapted over the wound, and

strapped down by strips of adhesive plaster. These strips should be

about an inch in breadth, but two or two and a half feet long ; for

when you use them of this length—jjlacing them across the abdomen

of the patient—they form at the same time the simplest and most

efficient belt or bandage that you can apply, in order to effect some

degree of compression, and thus prevent all possibility of the occur-

rence of syncope. I used at one time to place a binder around the

patient after completing a tapping in this way ; but the application

of it causes her some degree of annoyance, and I am not aware that

it fulfils any indication that may not be better and more simply

answered by the long pieces of strapping of which I have spoken.

They are in reality a series of small binders, more easy in their

adaj^tation, and as efficacious in their action as the larger linen or

flannel bandage.

5. Instrument required for the Operation.—I have just a sentence

or two more to add in regard to the kind of instrument with which

the operation of tapping is to be performed, before I pass to the

consideration of the other surgical means of treating cystic tumours

of the ovary. Where the operation has already been repeatedly

performed, and where you have reason to believe the surface of the

cyst to have become adherent to the abdominal j^M'ietes, a perfora-

tion may be made with a lancet or bistoury at once through the

abdominal wall and the wall of the cyst ; and through this opening

the fluid may be allowed to drain away. But generally you will

make use of the ordinary trocar and canula for the evacuation of

ovarian cysts, and in regard to that instrument only two remarks

occur to me as worthy of your special attention : First, See that

the trocar be sharp ; for a blunt-pointed instrument causes the

patient a degree of pain which may be almost entirely avoided by

using an instrument in proper order, and which should be mitigated

to a certain degree even in the use of a blunt one, by your making

a preliminary incision through the skin with a lancet or bistoury.

Secondly, Take care that the silver tube, or canula, be not too sharp

at the point
;

for, when this is the case, it may happen that the lin-

ing memljrane of the cyst will be injured, and even a blood-vessel

wounded ; and hemorrhage into the interior of a newly-evacuated

ovarian sac is a most untoward complication, and destroys in no

small measure the patient's chances of recovery. I told you a

minute ago that the entrance of air into the interior of the sac

during its evacuation was an acciih'ut which we ought to do all in
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our power to avoid and avert. In tapping the cavity of the pleura

in cases of empyema or pleuritic effusions of any kind, the danger of

allowing air to regurgitate into the space from which the fluid is

escaping is even greater than in abdominal tappings ; and a variety

of contrivances have been adopted with a view to prevent it.

Canulse with valves, or with stopcocks, or with a piece of soft tubing,

or a fold of softened bladder or leather, attached to the extremity,

which would allow the fluid to pass outwards, but which collapsed

under atmospheric pressure when the fluid ceased to flow, and vari-

ously modified instruments, have also been used Avith the view of

preventing the ingress of air into the cavity which is being emptied.

Perhaps the best kind of instrument that you can use for this pur-

pose is one first described by Mr. Charles Thompson in the Medical

Times and Gazette of March 27, 1858. It consists of a canula, to

which the trocar fits tightly, like a piston, and which has a small

projection at the outer or lower part. (See Fig. 70.) To this pro-

Fig. 70.

jection an elastic tube can be fastened with the view of carrying the

fluid into a large tub or basin jjlaced at the bedside ; and if this tube

be filled with water, and the end of it be immersed in that or any other

liquid, it acts as a syphon after the trocar is drawn back, and pro-

motes the more efi"ectual evacuation of the cyst. (See Fig. 71.)

Tig. 71.

Whatever be the kind of instrument you employ for emptying

the cyst, you will, in many cases, find a difficulty in eff'ecting its

complete evacuation, which you cannot avert by any modification in

the form of canula that you employ. This difficulty arises from the

presence of small semi-solid masses which occur in greater or less

abundance in many dropsical ovarian sacs, and which are apt to get

into the tube, and plug it up, after the greater portion of the fluid

has escaped, so that the removal of the latter portion of the fluid

becomes obstructed. These occluding masses are sometimes formed

of lymphy exudations or other products of an inflammatory process.
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But they are occasionally found where no inflammatory attack

seemed ever to have occurred, and in such cases they consist of the

(Ubris of the broken-down septa that once divided a single large

cyst into several small ones, or of albuminous matters in a state of

partial consolidation, or of blood-clots. Whenever, therefore, you

go to tap an ovarian cyst, you ought to have some instrument by

you with which you can free the canula of such obstructing masseS)

either by pushing them back into the cavity of the cyst, or, better

still, pulling them outwards, so as to allow of the free escape of the

remaining fluid. There is no instrument that you can use better

adapted for this purpose than the ordinary uterine sound, which I

should, therefore, advise you to take with you to every case of

ovarian tapping. Besides making use of it for clearing the occluded

canula, you can explore with it the interior of the cyst by passing

it through the tube ; and by this means you may gain some infor-

mation as to the extent of the cavity, the number and size of the

secondary cysts, and the presence of calcareous and other matters

in the interior. For many years I was in the habit of using the

uterine sound in this manner ; and I have sometimes passed it

between the surface of the tumour and the abdominal parietes, with

the view of discovering the presence and extent of any existing

adhesions. But I have seen dangerous symptoms result from the

probing of dropsical cysts of the ovary, and I would advise you,

therefore, to abstain from having recourse to it, except in cases

where it is a matter of primary importance to gain certain informa-

tion as to the condition of the interior ; and even then, before having

recourse to it, it would be well for you to pause and consider whether

the information you are likely to receive by the process be of such

value as to warrant you in subjecting the patient to the risks of

inflammation attendant on the exploration. There is sometimes a

farther source of difficulty in the complete evacuation of ovarian

cysts, when a number of secondary cysts of large size are present
;

and in such cases the primary sac can only be emptied by making

a perforation in the walls of the minor sacs, so as to allow them to

collapse, and to be emptied of their contents also. This perforation

you will be best able to make by means of a long sharp-pointed

probe, such as the strong stylet of a large elastic catheter sharpened

at the point. Passing this through the canula, and pressing the

point of it steadily against the septum at its most yielding point,

the instrument may easily be made to perforate it
;
and, if the con-

tents of the subsidiary cyst be not too viscid, they will escape through
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the punctured orifice into the large cavity, whence they will escape

through the canula. There is one great danger attendant on this

proceeding, and that is, the risk of injuring one of the blood-vessels

that may be ramifying in the septum ; and you must therefore avoid

it as much as possible.

III.

—

Forming a Communication between the Interior of the

Cyst and the Cavity of the Peritoneum.

In addition to the operation of simple tapping, it has been pro-

posed to operate so as to leave a permanent aperture of communi-

cation between the interior of the evacuated cyst and the cavity of

the peritoneum. The proposal originated in the observation of such

cases as I have already described to you when speaking of the occa-

sional spontaneous cure of the disease. I have put on record several

cases in which ovarian sacs happened to be accidentally ruptured by

falls, etc., where the dropsical ovarian fluid in consequence escaped

into the cavity of the peritoneum, where active diuresis was imme-

diately set uj), and where the patient has required no subsequent

tapping. In some cases, where probably the cyst-walls are pecu-

liarly thin, the distension and accumulation of fluid goes on for

months and years, till at last the sac gives way, the ovarian fluid

escapes into the peritoneum, there is profuse diuresis for a few days

with rapid subsidence of the abdominal swelling, and then the patient

I'emains comparatively well for a time, till months or years after-

wards there is a re-accumulation of fluid, either in the old or in

another cyst belonging to the mass, and Nature again repeats her

secret tapping. I saw, for example, a few weeks ago, with my
friend. Dr. Paterson of Leith, a patient who has been for eighteen

years the subject of ovarian dropsy. Six times during that period

have the cyst or cysts burst, allowing the fluid to escape into the

peritoneal cavity, and to be removed by spontaneous and profuse

diuresis. After the last time that this occurred, four years ago,

the patient declares she became as " swamp and genteel " as any

young girl. How and why does the fluid become thus absorbed and

prevented from accumulation after this accident 1 On the principle,

that while the cyst has a great secreting, but no absorbing powers,

the peritoneal membrane, on the contrary, is richly supplied with

absorbents, and has consequently a correspondingly great power of

removing any fluids which may be efl'used into its cavity ; so that, if

a permanent aperture be established between the two cavities, the

fluid that is poured out on the inner surface of the cyst escapes into
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the abdominal cavity, and is tiiere absorbed from its peritoneal

lining ; so that in this way a balance, as it were, of secretion and

absorption comes to be established between the two membranes,

which prevents the re-accumulation of the fluid ; and the establish-

ment of this compensating balance in so far may be regarded as a

form of cure. Dr. Blundell was the first, I believe, to suggest this

mode of treatment, and Gu^rin, Bainbridge, and others, have tried

to imitate it. The operation has usually been done by making an

incision through the abdominal parietes, and cutting out a portion

of the exposed cystic wall. Guerin attempted to fulfil the intended

indication by making a subcutaneous incision in the wall of the sac

by means of a small tenotomy-knife. But to this mode of operat-

ing there is first this great drawback, that once or twice large

vessels ramifying on the surface of the tumour have been cut across,

and proved the source of a fatal hemorrhage. I went on one occa-

sion to England to see a patient operated on after the manner pro-

posed by Mr. Bainbridge, viz. by cutting down on the tumour, and

removing a piece of the cyst-wall. In that case, however, the fluid

which escaped proved to be of a deleterious character, and when it

came in contact with the peritoneum it gave rise to a degree of in-

flammation in that membrane which proved fatal to the patient.

The risk of wounding the large superficial vessels of the tumour is

certainly in some degree avoided when that plan of performing the

operation is adopted
;
but, secondly, there is another strong, insuper-

able objection, common to it and to the method of Guerin, that it

places the j^atient in the most imminent peril by throwing into the

peritoneal cavity a quantity of fluid which is as likely as not to be

of an inflammatory and highly irritating nature. I do not think,

however, that because the operation as thus performed is a very

unsafe one, the principle of the operation ought on that account to

be entirely condemned and rejected from practice. On the contrary,

I believe that by simply modifying it in some degree, it may yet

prove to be one of the best and safest methods of treating some

cases of the disease. One great source of danger in the perform-

ance of the operation, as I have just stated, is the admission into

the peritoneum of a deleterious and dangerous fluid. But this may
be avoided, and the operation so far modified and improved, by

making a preliminary tapping of a portion of the fluid, with the

view of ascertaining how far it is bland and benign in its character,

or, on the contrary, morbid and dangerous ; for then, if the dropsical

fluid is bland, we may allow it to escape into the peritoneal cavity ;
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wliile, on the contrary, if it be acrid, discoloured, or commixed with

blood or pus, or even doubtful in its character, it can be wholly-

withdrawn through the canula as in the common operation of tap-

ping. I have tapped several patients in this way first
;
and, having

made sure, from the appearance of the fluid that escaped, that it was

healthy in character and unmixed with inflammatory or other dele-

terious matters, I have had no hesitation in stopping, as it were, the

tapping during the course of it, shutting up the cutaneous orifice,

and allowing the last part of the fluid to run into the cavity of the

abdomen. By this simple means, I have, in more than one instance,

succeeded in efl'ecting a complete cure. The first principal point in

the operation is to ascertain and duly appreciate the character of the

cystic contents, before venturing to permit of their escape into the

peritoneal cavity. But after having made this tentative tapping of

the greater portion of the fluid contained in an ovarian cyst, you

first meet with the most difficult step in connection with the opera-

tion. Of course, the remaining fluid can, for the most part, be

pressed out easily enough into the abdominal cavity ; but when the

cyst has been thus emptied and collapsed, the punctured wound

heals up readily and rapidly. If it is thus allowed to close, the

communication between the interior of the cyst and the cavity of

the abdomen is thus shut off", and the fluid merely collects again in

the sac ; and the condition of the patient is but little changed.

The second and most important point is to keep the lips of the

puncture in the ovarian cyst from closing by the first intention.

The grea* obstacle to the success of the operation, therefore, lies in

the difficulty of keeping open for a few days, or till all tendency to

the adhesion and closure of its edges is past, the aperture of com-

munication between the two cavities. To gain this object, and to

prevent the too rapid healing-up of the punctured orifice, I have

sometimes made use of a large quadrangular instrument (see Figs.

72 and 73), instead of the ordinary-sized trocar, for puncturing the

cyst, as the wound made by an instrument of that size and shape

does not heal up so rapidly as the small triangular wound left by an

ordinary trocar. One of the best instances of a cure of ovarian

dropsy that I have seen effected by this means occurred in the case

of a patient who came to me, six or eight years ago, from Ireland.

I made a small incision through the integuments of the abdomen,

and having perforated the remainder of the parietes and the wall

of the cyst by means of such an instrument as I have referred to,

I drew off" about four-fifths of the fluid through the wide canula,
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.and then shut up the orifice in the abdominal parietes. On the

following day I found the ovarian sac round and still of considerable

size, and pressed with considerable force

upon the tumour and flattened it out, by

bursting open the wound in the cyst-wall,

and breaking uj), as I believe, the adhesions

that had already begun to form between the

edges. This slight operation was repeated

for four or five days in succession. Each

day when T put my hand on the tumour

I felt that it had become to some extent

rounded and filled,—fresh fluid always hav-

ing been secreted, and dammed in by the

repeated attempts at union between the raw

lips of the wound made by the jxmcturing

instrument. Each day I compressed the

tumour till the newly-secreted fluid made a

way for itself into the peritoneal cavity by

bursting through the loosely-healed aperture,

until at last the tumour remained finally 72.

flattened, and a fistulous channel of commu-

nication was permanently established between the interior of

the cyst and the cavity of the abdomen. In this way the

patient was cured of her disease, and she is still, I believe, in

the enjoyment of perfect health. This is certainly as simple and

safe a method of curing the disease as could well be devised for

those cases where the cysts are few and their contents non-inflam-

matory ; and it approaches as closely as possible in its results to

those rather rare, but most desirable, instances of cure which we

sometimes see ensuing on a simple tapping. Indeed, I feel well

assured that when these cases have been more carefully studied, and

the manner in which the cure is brought about has been finally

made out, it will be found that the lips of the internal wound do

not cohere after the perforation of the sac, but from some fortunate

accident or other are kept separate till all chance of their union is

destroyed, and a permanent aperture remains, through which the

fluid secreted in the cyst may escape into the abdominal cavity, to

be absorbed by its peritoneal lining. I have tried once or twice to

Fig. 72. The trocar with quadrangular point for making large openings into

ovarian cysts.

Fig. 73. The corresponding canula.
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make such an opening in the cyst-wall as was likely to remain per-

manently open, by cutting out a rounded portion of it with an in-

strument such as was proposed some years ago for punching out a

round aperture in the trachea, but I have never been able to succeed

in making such an aperture. The best means that I as yet know
of for attaining the object in view is to operate in the manner I

have already indicated—viz., after cutting through the skin of the

abdominal parietes with a lancet or scalpel, to complete their perfor-

ation, and to penetrate into the sac with a large trocar, so made as

to leave a four-cornered wound, like a Maltese cross—thus + ; and

then, when the fluid has in part escaped, to close up the wound in

the abdominal parietes, and keep that in the cyst-wall open, by

pressing out once a-day, or oftener, a .small quantity of the fluid

that remains or is secreted afresh in the interior of the sac. In

every case of tapping, and particularly of first tapping, where the

fluid is found clear and bland-looking,—where there are no adhe-

sions,—and where there exists no tendency to local irritation and

inflammation, I think it would be advisable to attempt to make the

aperture in the cyst permanent in this way by allowing a quantity

of fluid to remain in it, and pressing out some into the abdominal

cavity for several successive days, so as to prevent union of the

edges of the trocar-wound in the cyst by the first intention, and

thus establish a permanent opening or fistula in the site of the

wound. But various other surgical measures have been tried in the

treatment of ovarian dropsy, as

IV.

—

Establishing a Fistulous Communication between the

Interior of the Cyst and a Mucous or Cutaneous Surface.

When speaking of the diff'erent modes in which Nature some-

times terminates a case of ovarian dropsy, I took occasion to tell

you that she occasionally effected her object by producing a fistulous

opening in the cyst at some point where it had become adherent to

a mucous canal, and where there was thus aff"orded to her a channel

for the constant escape of the freshly-secreted fluid. A similar

orifice for the escape of the fluid has in other cases been successfully

established on a cutaneous surface. Art has tried to imitate this

curative plan of Nature too, but as yet with doubtful success.

Thus, it has sometimes happened that an operation for the extirpa-

tion of an ovarian tumour has been left unfinished because of the

great extent of adhesions that were found to exist between the walls
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of the abdomen and the surface of the cyst ; and instead of having

all the wound closed up again, it has only been closed in part, and

tlie wall of the cyst has been stitched to the skin of the abdomen

with a view of leaving a permanent aperture. Such cases have

usually, I believe, proved fatal. But the desired object may some-

times be attained by performing the operation in a less dangerous

manner, which you will be best able to understand and appreciate

from the history of a case which some of you have seen, where the

l^atient is in process of being cured—or, it may be said, is cured

—

by an operation of this kind. Allow me to read you the notes

which I have of her case, taken in the beginning of July :

—

" Mrs. M
,
agcil 39, has had four children, t!ie last fourteen months ago.

After the birtli of her second child, which took place five years ago, she was snr-

jirised to find that no appreciable diminution in the size of her abdomen liad

taken place, and that she continued to be as large as when she was arrived at the

full term of pregnancy. When she came to me, about six weeks after that con-

finement, I found her labouring under an ovarian dropsy, which was tapped a

fortnight afterwards in the country, and a large quantity of clear fluid was drawn

off. About thirteen months afterwards slie gave birtli to her third child, ami then

it was found that the fluid had been again accumulating. Nothing was then done,

however, although the swelling went on increasing, till the patient again became

pregnant, and gave birth to her iburth child on the 12th of May 1858. She had

not at that date completed the full term of utero-gestation by about a month
;

but she was of such enormous size, and had such difficulty of respiration, that I

was sent for to bring on premature labour. The child was born alive, and the

mother was doing well, when in about a fortnight her medical attendant tajiped

the cyst, and drew off" an enormous quantity of fluid, which was again found to be

perfectly clear. He then injected some port wine into the cyst, the consequence

of which was, that a very high degree of inflammation was lighted up in it, and

rendered it necessary, in fourteen days more, again to have recourse to tapping.

This time the fluid that was drawn was purulent, and had a very bad odour.

The wound was allowed to close np, and in about three weeks a considerable

quantity of fluid had again accumulated. At this time I again saw the patient,

who seemed almost moribund. I recommended that the fluid should be drawn

off once more, and a piece of lint introduced into the wound to allow it to drain

away as it was secreted. The operation was performed, and the patient did well.

The tent of lint was withdrawn every night, and the fluid that had collected

during the preceding twenty-four hours allowed to escape. About a month from

the time that this treatment began to be adopted the patient was so far recovered

as to be able to be out of bed. Since then she has continued to use the tent made
of lint steeped in olive-oil ; and now the ovarian tumour is reduced to about the

size of an adult head, but continues still to furnish a purulent discharge."

At the time when this report of the case was drawn up, I intro-

duced four long loops of iron wire into the interior of the suppurat-

ing sac, with a view of exciting such an amount of adhesive inflam-

matory action as might lead to its complete occlusion. The desired

object has been in some measure attained—for the cavity is now
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much more contracted tlian it was a month or two ago, and the

whole mass has undergone a diminution in size. This patient may
now indeed be regarded as being so far cured of her disease, that

she is in the enjoyment of excellent general health, and is equal to

the performance of all her avocations ; and although the continual

slight discharge is still a source of some local discomfort, yet I have

little doubt that that also will betimes cease to annoy her.

In the preceding, as in some other instances, the formation of an

artificial fistulous opening between an ovarian sac and the external

surface of the abdomen has so far proved quite successful. Under

what circumstances should this practice be adopted 1 or why had I

recourse to it in the case which I have related to you 1 I had re-

course to it in that case

—

First, because the patient was evidently

about to sink under the repeated accumulations and tappings
;

Secondly, because the lining membrane of the cyst was the seat of

extensive suppurative inflammation, and any mishap in the next

tapping which allowed the pus to escape into the cavity of the peri-

toneum would certainly have proved fatal to the woman
;
and,

Thirdly, because the symptoms of the case led me to believe that

the anterior surface of the sac, at one part at least, was firmly ad-

herent to the abdominal wall in front, and I believed that I could

tap the ovary through this part with safety, and make a large enough

opening in this situation to allow of the free escape of the con-

tents of the cyst, keep this aperture from closing, and change it, as

I did, into a fistula. The insertion of a tent was used for this pur-

pose. But other, and probably safer, measures, have been proposed

to effect the same ends ; and fistulous openings have, as I shall state

to you at our next meeting, been made into ovarian cysts under

different conditions than those that I have described.
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LECTURE XXX.

ON OVARIAN DROPSY.— INJECTION OF IODINE.

Gentlemen—At the close of my last lecture I was speaking of the

plan of treating dropsical disease of the ovary, by forming a fistu-

lous communication between the interior of the cyst and a mucous

or cutaneous surface. You must permit me now to make a few

additional observations on this subject, before I pass on to the dis-

cussion of the use of iodine or other irritating injections into ovarian

cysts.

The proposal to cure cystic tumours of the ovary by making a

permanent opening or fistula into the cyst, is not a new one ; for it

was proposed by Celsus long ago to leave a metallic tube in tlie per-

forating wound made in the operation of tapping, with the view of

permitting the fluid to drain afterwards away as it was secreted.

It is a mode of treatment that would doubtless be pursued oftener

at the present day, if we only had at command more certain dia-

gnostic means of ascertaining, before having recourse to it, that the

ovarian tumour at the place selected for tapping and leaving in tlie

metallic tube, was so bound to the anterior abdominal walls by old

adhesive inflammation, as, by amalgamating, as it were, together the

abdominal wall and the contiguous part of the ovarian cyst, to pre-

vent any great risk of peritonitis, or of effusion into the peritoneal

cavity, from the operation. Or, again, if we possessed any sure and

comparatively safe means—which, as yet, we have not— of pre-

viously producing artificially the required adhesions between the

front of the cyst and the abdominal walls, the plan laid down by

Celsus would be more frequently followed. Probably it may yet be

found that the very form of tube which he suggests—a metallic

tube—may, when left in, with adec^uate precautions, not be found

so dangerous as many now suppose ; and that, while its presence

led to the effusion and formation of the desired adhesions, it at the

same time established, in the least perilous manner, the fistulous

communication which it was wished to form.
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Fistulous communications between the interior of an ovarian

dropsy and the exterior of the body, have, within the present cen-

tury, been repeatedly attempted to be established in another way

—

namely, by tapping the principal ovarian cyst or cysts through the

vaginal canal ; and then, by means of a tube or catheter left in for

some time, forming a canal in that dependent direction by which the

ovarian fluid could subsequently escape, and the tumour become

collapsed and contracted. Naumann, Eecamier, Nonat, Ant. Dubois,

Arnott, Ogden, Bishop, and others, seem all to have operated upon

this principle, and some of them with successful results. This

surgical mode of treating ovarian dropsies was adopted and prac-

tised by the late celebrated Professor Kiwisch, of Wurzburg, and is

much bepraised by himself and his still more distinguished successor,

Professor Scanzoni. They, I repeat, withdrew the fluid contained

in the tumour, by puncturing the principal cyst or cysts through the

roof of the vagina, and leaving either the canula or some other tube

in the wound to produce a permanent fistula in that dependent

direction. To enlarge, when necessary, the wound

in the wall of the cyst, so as to facilitate the escape

of the fluid, and obviate in some measure its tend-

ency to close up, Scanzoni makes use of a knife

with a long stalk, made to pass through the canula,

and having a small projecting cutting extremity

attached to it. (See Figs. 74, 75, 76.) Inflam-

mation has frequently resulted from this operation,

so severe in some cases as to end fatally. In

others, after all risk of the inflammation has sub-

sided, frequent injections of tepid water have been

made into the cavity of the cyst, to clear out the

inflammatory products, and other noxious matters

that are sometimes found to accumulate in the

interior of ovarian cysts that have been opened.

Great success has been reported to have attended

the operation in the hands of Scanzoni, who is

said to have cured eight out of fourteen patients

aff'ected with ovarian dropsy by this kind of treatment. His cases

were, no doubt, selected cases, and very properly so ; for Dr. West

76.

Fig. 74. Scaiizoni's trocar and canula for tapping ovarian cysts through the

roof of the vagina.

Fig. 75. Tlie canuhi oi- tube whicli is left in the wound.

Fig. 76. Bistourjf for dilating the opening made by the trocar.
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who, so far as I know, is one of the few who have jiractised this

form of operation in this country, tells us that in two out of the

three cases in which he operated, such a formidable degree of

inflammation was lighted up tliat the life of the patient was placed

in imminent danger. Eecamier, Michon, and others, have lost their

patients from peritonitis. Still the great proportion of successful

results that have been reported in Germany, as having resulted

from this method of surgical treatment, ought assuredly to have

caused it to be more frequently adopted, were it not that in the

majority of cases there exists a great obstacle to the possibility of

tapping safely and easily per vaginam in the large extent of solid

or semi-solid tissue that is usually found at the lowest part of an

ovarian tumour. For, as I have already told you, while one or

more of the cysts in the highest part of the tumour go on filling

and enlarging upwards, the mass of cysts in the lowest part, where

the tumour is subjected to pressure, remain small and undeveloped,

so that it feels almost solid at the part reached through the vaginal

vault ; and the perforating instrument would have to penetrate

through a thick layer of nearly solid tissue ere it arrived at the

cavity of the cyst that requires to be evacuated. It is at this part

of the tumour, moreover, that nearly all the vessels which contri-

bute to its nourishment enter it, and in thrusting an instrument

into the tumour in this situation, we run some risk of wounding

some of these vessels, many of which are of very considerable size.

It is as yet impossible, however, finally to determine the real or

relative value of this operative procedure ; but I have little doubt

that in some selected cases it will yet be found to be the most

appropriate means of treatment, and particularly in those instances

of ovarian dropsy in which the diseased mass presses down upon

the roof of the vagina, and is felt very distinctly fluctuating there,

on making a vaginal examination. At present, certainly, the pre-

judices of the profession are all against it ; but prejudices are but

very uncertain indices of the value or worthlessness of any kind of

operation, and are always liable to be suddenly overturned. An
operative procedure which the members of the profession at one

moment dread and decry, may be ardently adopted and advocated

the next. Who would have thought, for example, but a few years

ago, that we should be treating hernia by passing needles through

the neck of the sac, and leaving foreign bodies, in the form of

metallic ligatures, in that situation for six or seven days, Avith the

view of producing adhesive inflammation 1 The experience of M.

VOL. III. 2 H
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Gerdy and others proves that the use of silk or organic ligatures for

the same purpose is often attended with danger and death. Before we
were made fully alive to the value of that peculiar characteristic of

metallic wires, which permits of their continued contact with the

various structures of the body without exciting any dangerous

degree of inflammation, we were all afraid of intromitting with the

peritoneum by the introduction into it of any kind of ligature or

suture ; and the man who would have been so bold as to leave a

metallic or any other stitch in the neck of a hernial sac would have

been held to be foolhardy, and the operation would have been con-

sidered hazardous. Few would have believed it possible that such

an operation could have been performed successfully ; and yet we
have Rothmund telling us that he has performed it now in some

twelve or thirteen hundred cases in succession, without once having

a fatal issue. Such considerations may keep us from too rashly

throwing aside or condemning a newly-proposed mode of treatment

in any kind of disease. But, on the other hand, it would appear

that it is not always safe to follow out too far any new princijjle of

cure. Thus, seeing the perfect safety with which iron and other

metallic wires could be introduced through the peritoneum for the

cure of hernia, I imagined that this property might be made use of

for the cure of hydrocele. Accordingly, in two cases of that dis-

ease, procured for me by Dr. James Young, I introduced a number

of iron wires into the cavity of the tunica vaginalis testis, by pass-

ing a long curved needle in a fixed handle into the

dependent part, and after the point of the instrument had emerged

near the summit, passing through the eye of it three or four iron

threads, which were left in the interior of the sac as the needle was

withdrawn. In both cases the fluid drained away by the side of

these seton-wires, which were allowed to remain for two or three

days, and by their presence there they excited such a degree of

adhesive inflammation as led to the complete obliteration of the

cavity. The result, so far, was perfectly satisfactory ; but when the

operation came to be tried by others, it was found that the wire

seton sometimes—perhaps by its angles physically injuring and

irritating the parts it fretted against—caused an unnecessarily and

undesirably excessive degree of inflammation, which has sometimes

gone on to suppuration ; so that now I suspect surgeons will be

obliged to content themselves still with the old modfi of treating

hydrocele by the injection of tincture of iodine into the evacuated

cavity of the distended sac. And this leads me to speak of another
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mode of treatment to which we often have recourse for the cure of

ovarian dropsy, viz.

—

V.

—

Injection of Iodine and other Stimulating Substances

INTO THE Interior of the Evacuated Cyst.

Seeing how unsatisfiictory the results of simple tapping proved

for the treatment of ovarian dropsy, and how unsafe some of the

other more radical measures were, obstetric and surgical practitioners

have attempted to produce a cure by the application of substances

to the lining membrane of the cyst, which should either have the

effect of depriving it of its secreting property, or lead to an obliter-

ative inflammation in the cavity. They have attempted, in short, to

apply to ovarian cysts the same principles of treatment which have

been found to answer so well for the cure of hydrocele. Thus

Denman, Bell, Hamilton, and others, thought to cure ovarian dropsy

by injecting a weak solution of sulphate of zinc into the cavity of

the cyst when emptied of its fluid ; but the injecting of this sub-

stance was never apparently followed by any good result. Injections'

of port wine were also found to be too irritating and dangerous.

Indeed, this whole method of practice proved so unsuccessful at first,

and so dangerous, that the idea of injecting alteratives and stimu-

lants into the interior of ovarian cysts was for a time abandoned,

until it was again revived in consequence of the striking effect which

the injection of a tincture of iodine was found to have in preventing

the re-accumulation of fluids in evacuated cysts or cavities, and in

consequence of the great degree of safety with which such iodine

injections were attended. You know that in the case of hydrocele,

where the serous covering of the tunica vaginalis has become mor-

bidly affected, so that it continues to secrete an excessive c|uantity

of watery fluid into that serous cavity, the application of tincture of

iodine to the morbidly-affected membrane has usually the power of

altering its action so that it ceases to furnish the diseased secretion,

and sometimes leads to the obliteration of the cavity. The jiecu-

liar property of this remedy in changing the action of secreting

surfaces was first ajiplied, so far as I am aware, in 1846, to the cure

of ovarian dropsy, by Dr. Alison of Indiana ; who had recourse to

the injection of tincture of iodine into the cavity of a cyst that

he had several times evacuated, and which, after a lengthened jjeriod,

became obliterated. In 1851 the iodine injection was used here, at

my suggestion, upon a patient of mine. It was for some time doubt-
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ful whether the cyst was truly ovarian, or merely in the region of

the ovary. The subsequent history of the j^atient, who is still

living, and enjoying a great share of good health, despite of the pre-

sence of a new series of ovarian cysts, has proved the case to be of

ovarian origin. Since that j^eriod I have used iodine injections

after tapping, in a great number of instances of ovarian dropsy.

M. Velpeau was probably the first, however, to suggest the

application of iodine injections to the cure of ordinary ovarian

dropsies. He proposed this use of iodine in 1843. M. Boinet has

carried out the practice so extensively and systematically in France,

as to entitle him to the credit of having introduced it to the notice

of the profession in that country, and raised the proceeding there to

the rank of a recognised operation. So much has been said both for

and against the injecting of the preparations of iodine into ovarian

sacs, that before we proceed to discuss the cases for which it is

adapted and the modus operandi, it will be well for us to consider

what we are likely to have as

1. Tlie Results of the Operation.—Injection of tincture of iodine,

or of some of the other preparations of that drug, has been had

recourse to now in a great number of cases of ovarian disease of

every variety. Unfortunately, however, the results of these nume-

rous operations have not been given to the world in a form which

renders them available for a statistical analysis, or which would

enable us to estimate jjrecisely the relative value of this as compared

with other surgical methods of treating cystic tumours of the ovary.

I have myself thrown iodine injections into ovarian cysts forty or

fifty times at least ; but I have no memoranda to enable me to show

you the result in an exact tabular form. Our minds are all consti-

tuted very differently, and I regret to say, that for myself I have

no power or disposition for the daily detail and annotation of any

long series of individual cases and operations like this. The only

statistical data of any value or extent that I am acquainted with in

regard to this subject were brought forward by M. Velpeau on the

occasion of a discussion regarding the treatment of ovarian dropsy

by means of iodine injections, raised in the French Academy by

M. Earth, a few years ago. According to these statistics, out of

130 patients who were operated upon, 30 died, 64 were cured, and

36 were temporarily ameliorated. In 20 out of the 30 jjatients

who died, however, the operation was not confined to the simple in-

jection of iodine into the interior of the evacuated cyst or cysts.

The injection in these twenty cases was only had recourse to as
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auxiliary to a much more formidable form of operation, of which I

have already spoken—that, viz., where the canula used in the tapping

of a cyst, or some other tube instead, is left for a lengthened period

in the wound, with the view of keeping up a connection between the

interior of the cavity and the external surface of the body so long

as the morbid fluid continued to be secreted. Deducting, then^

these cases, as not bearing directly on the point at issue, we have

110 cases and 10 deaths. In other words, the mortality from tap-

ping, and the injection of iodine into ovarian cysts, according to

these data, is 1 death out of every 1 1 cases of the operation—a rate

of moitality which, if we may rely on other statistics, is not greater

than that attendant on the operation of tapping alone, especially

when performed, as we have seen, for the first time ; and which will

appear all the more wonderful if you recollect, that in the case of

the ten patients where this mode of the operation did eventuate

fatally, death did not always follow from the first injection, for some

of them had been tapped and injected several times ere they finally

succumbed. That the operation, when performed in properly-selected

cases, is a comparatively harmless one, I can testify as the result of

my own experience. For out of the forty or fifty cases in which I

have had recourse to it, I have seen only one where death ensued as

a result of the iodine injection. In the case I refer to, I went to

some distance in the country to operate on the patient. The cyst

was of enormous size, and the j^atient tapped for the first time

;

after the cyst had been evacuated and injected with tincture of iodine
;

symptoms of collapse came on, and the patient died six or eight

hours afterwards. In such a case it is difiicult to say how far the

fatal result was due to the injection, or to the mere oj^eration of

tapping. For, let me again remind you, simple evacuation of a

large ovarian sac has sometimes been followed by as sudden and

speedy death in the way of collapse. Perhaps the comparative

freedom from danger with which I have found this operation of in-

jecting ovarian cysts with iodine to be attended is due to the circum-

stance that, since the occurrence of the preceding case, I avoid, as

a rule, having recourse to it in all first tappings. However this

may be, it is but right that I should tell you that the operation does

not apparently always prove so innocuous. Thus Scanzoni records

that he has had recourse to it only in four cases, and that all his

four patients died. How he came to have such disastrous results I

cannot in the least comprehend ; and I feel convinced that had he

but persevered with the operation in properly-selected cases, he
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would ultimately have come to form a very different opinion in regard

to its value in the treatment of ovarian dropsy from that he at

present holds. But while I can entirely corroborate Velpeau and

Boinet in their statement as to the usual safety of the operation, I

am by no means sure that Velpeau's statistics give us a correct idea

as to its relative success. When he tells us that cures are produced

in the proportion of more than one-half of all the patients operated

on, I think the statement is too strong ; and I believe that if a longer

period had elapsed between the date of the operations and the time

of their publication, it would most probably have been found that a

greater number of relapses had occurred than his statistics indicate.

That a cure of ovarian dropsy may, and frequently does, result from

the evacuation of the dropsical cyst or cysts, and the subsequent

injection of iodine into the cavity, is a point proved by the expe-

rience of numerous operators. I have myself seen cures accom-

plished in this way in a number of cases of several years' duration

at least ; but the proportion of ultimately and permanently success-

ful cases I should estimate at less than one-third of all the cases

operated on. In very many cases, again, where the tumour does

afterwards reappear, I am certain that its growth has been for a

time checked and most decidedly delayed by the iodine injection.

That this has happened, for example, in a patient at present in the

hospital, I think no one can reasonably doubt. The patient I refer

to is an unmarried female, sixty-one years of age, who was under my
care five years ago with a large multilocular cystic tumour of the

left ovary. One of the cysts, which was at that period very large,

and fluctuating, was evacuated of a great quantity of fluid, and

some tincture of iodine was injected. The patient had no bad symp-

toms of any kind afterwards. The progress of the disease seemed

for the time to be checked, and the tumour continued to preserve its

diminished bulk for nearly two years. By that time, however, it had

begun again perceptibly to enlarge, and continued gradually to grow

till its great size became a source of discomfort and distress. In the

month of July last she, therefore, presented herself again at the

hospital ; but as the enlargement of the tumour seemed to depend

on the simultaneous growth, and almost equal development of a great

number of small cells, none of which outstripped the others much

in size and. prominence ; and as the evacuation of one or two more

of these small sacs produced but slight and temporary relief to the

patient ; she was advised to return home for some months, in the hope

that in the gradual growth of the several cells, some of the septa
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would give way, and lead to the formation of a single large cyst,

which might then be emjjtied with some prospect of success. The

fluid, I may state, that was then drawn off was perfectly clear, and

had evidently accumulated in a previously uninjured cyst, thus show-

ing that the large cyst that had been previously tapped and injected

five years previously had, in all probability, become completely

obliterated. In the montli of October the patient returned, and, as

her symptoms had become urgent, I tapped one of the most promi-

nent cysts, and drew off a quantity of fluid, which was still perfectly

clear, and injected about five ounces of tincture of iodine into the

cavity of the evacuated cyst, but without producing any good result.

The patient fevered slightly, and had a threatening of inflammation

in the ovarian cavity. The application of a large blister, however,

l^roved sufficient to check it, and the jiatient soon recovered ; but

with the abdomen little, if at all, reduced in size, so that about six

weeks afterwards it was found necessary again to have recourse to

tapping. On this occasion about 1 40 ounces of an opalescent fluid

were drawn off, which was tinged with a pale violet or greenish hue

—a pretty sure indication that the fluid had simply re-accumulated

in the cyst that had previously been emptied and injected with iodine.

The patient has recovered well from this last operation. I think

there can be little doubt, however, that in the first instance, when

the patient was tapped and injected five years ago, the operation

then performed obliterated the very large cyst which existed at that

time, and had the good efi'ect of staying the growth of the disease,

and preventing its progress during that long period. In such a case

as that, I have no hesitation in saying, that had no application of

iodine been made to the interior of the evacuated cyst, it would have

refilled rapidly ; the tumour would in a short time have regained its

original size, and the patient would very likely have returned to the

hospital in five or six months, instead of keeping comparatively well

for five long years. And I have seen various instances of a similar

kind where the injection of iodine into the interior of an evacuated

cyst has had the good effect of retarding for a considerable period

the growth of the tumour, when it has failed in effecting a perma-

nent and perfect cure. Sometimes, however, the injection of iodine

seems to be utterly without effect. Why it should be so I cannot

tell, but it frequently enough happens that the fluid re-accumulates

in the cavity of a cyst that has been injected with iodine, just as

rapidly, to all appearance, as if it had been simply tapped. It may
be that in such a case the irritant is not applied properly to every
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part of the lining membrane of the cyst, and such is probably the

true explanation of those failures which sometimes occur in cases

where ioduretted injections are made into cysts of unusually large

dimensions. Such cysts are almost peculiar to unilocular tumours
;

and perhaps the exjilanation of the failure in cases of the compara-

tively small cysts of multilocular growths, such as we have an ex-

ample of in the patient of whom I spoke a minute or two ago, is to

be sought for on the other hand in the irregularities produced in its

interior by the intruding cysts around it which prevent the opposed

surfaces from coming accurately into apposition, and so prevent all

chance of obliteration of the cavity. We may thus have, as a result

of the injection of some preparation of iodine into an evacuated

ovarian cyst, either— 1st, A complete cure of the disease
;

or, 2d, A
temporary arrest of its progress

;
or, 3d, In a small proportion of

cases there may be no amelioration of the patient's condition. In

regard to the class of cases where the operation proves powerless

for good, it becomes a fair subject of inquiry to examine whether it

is ever attended with injurious consequences. Now, as I have already

stated, upon this point my experience, so far as it goes, tends to

show that the operation is not attended with any great degree of

danger. Much has been said and written as to the evil effects likely

to ensue from the escape of some of the injected fluid into the peri-

toneal cavity, and there cannot be two opinions as to the necessity

of adopting every precaution for the avoidance of such an accident.

But, after all, it is questionable whether the danger from this source

be always so great as it has been represented ; for it would appear

that when, through some carelessness in the manipulation, iodine is

alloAved to come in contact with the peritoneum, the irritation it pro-

duces is purely local, and does not lead to the development of a

general peritonitis. Inflammation is sometimes set up, however, in

the interior of the cyst, as a consequence of the operation ; but

never, with perhaps one single exception, did the inflammation go

on to such a degree as seriously to endanger the life of the patient

out of the many cases where I have had recourse to it. In the ex-

ceptional case to which I allude an accident occurred such as I took

occasion in my last lecture to warn you against. The canula was

too sharp at the point, and injured some of the blood-vessels rami-

fying in the lining membrane of the sac, as was evidenced by the

escape of blood along with the amber-coloured fluid with which the

cyst was filled. The patient was very weak, and I had some hesita-

tion in injecting anything into the emptied sac ; but as the blood
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still continued to escape after tlie fluid was all evacuated, and there

seemed to be no other means of arresting its flow, I injected six

ounces of the tincture of iodine. Usually, as I shall explain to you

immediately, I allow the iodine again to escape after it has been

fairly applied to all the inner surface of the cyst ; but in this instance

the iodine probably produced coagulation of the blood and got com-

mingled with it, for not more than a few drops could be made to run

back through the canula. Such clotted masses naturally acted as

foreign bodies in the interior of the cavity, and lighted up a degree

of inflammation that kept the patient for many weeks in a precari-

ous condition
; but she ultimately recovered, and the sac has become

gradually refilled. In only one single case, as I have said, have I

seen death ajiparently ensue from the operation ; and in that case

the fatal eff'ect seemed due to the shock of the operation. Death,

as I have said, was produced by a kind of collapse, such as occa-

sionally occurs after excision of the cervix uteri, perineal section in

the male, etc. ; and whether that be attributable to the injection of

iodine, or was a result of the tapping, as we know it sometimes is,

I am unable to determine. I have never, then, seen ioduretted in-

jections excite a fatal inflammation in the case of ovarian disease
;

nor have I been able to satisfy myself in any instance that this

operation has tended in any way to promote the growth of the

tumour, or to accelerate the ordinary fatal issue ; and I believe tliat

this testimony will be corroborated by all practitioners who, in per-

forming the operation, are sufficiently careful in studying the kind

of cases requiiing the operation.

2. Cases requiring the O'pcration.—Some of the more ardent advo-

cates of this mode of treatment seem inclined to have it adopted

and applied in every case of ovarian dropsy that comes before them

and I believe that in almost every form which the disease is liable to

assume, and in almost every condition in which patients affected with

it are likely to be found, injections of iodine have been made with the

expectation of producing a cure. In the first case of the disease for

which, so far as I know, injections of iodine were ever had recourse

to, the lining membrane of the sac was already in a state of chronic

inflammation at the time the operation was performed, and had

been furnishing a purulent secretion for a lengthened period. The

cyst had come, in fact, to resemble a large chronic abscess, that

required to be opened from time to time ; and it was probably the

analogy between the pathological condition of the lining membrane

of the ovarian sac and that of the walls of chronic abscesses that
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led to tlie adaptation to the former of a method of treatment that

had been often enough previously found successful for the cure of the

latter form of disease. In this case the operation finally led to a

cure, but not till after a lengthened period ; and in all probability

the cavity would have healed up at least as rapidly, had no iodine

at all been injected into it, but a permanent fistulous opening made
to allow the purulent fluid to drain away as it was secreted. In

such a case, at all events, I should be more hopeful of a final suc-

cessful issue from this latter mode of treatment than from the injec-

tion of any preparation of iodine, providing always that there had

existed a sufiicient amount of adhesion between the surface of the

tumour and the peritoneal lining of the abdominal wall. For the

operation of injecting iodine into an ovarian cyst presents this

advantage over the other plan of treatment to which I refer, that

it may safely be had recourse to when the tumour is mobile and

unadherent
;
while, on the contrary, it is not contra-indicated by

any degree of adhesion, however extensive, that may have occurred

between the walls of the abdomen and the surface of the tumour.

The occurrence of inflammation in the peritoneal covering of ovarian

growths, and the formation of extensive adhesions between them

and the adjacent surfaces, often form insuperable barriers to the

operation of ovariotomy, but present no hindrance to the injection

of iodine into the cavity of the cyst. But, on the other hand, I

have in most cases been particularly careful to avoid injecting

iodine into an ovarian cyst when I have noticed the contents to be

mixed up with inflammatory products, although I have done so in

a few cases where the application of the irritant to the chronicallj'-

inflamed surface seemed likely to produce no violent eS"ect, but only

a slightly alterative action ; and I think it is always a safe rule to

follow, not to have recourse to injections of any kind into an acutely-

inflamed ovarian cyst. For if the dangers of tapping are tenfold

greater in cases where some degree of inflammation has been lighted

up in the cyst previous to the operation, the risks, it appears to me,

will be only aggravated by the application of any irritating sub-

stance to the already morbidly-disposed surface. Again, in cases

where you have any great degree of diflSculty in efl'ecting a full and

complete evacuation of a cyst from the commixture of a multitude of

gelatinous semi-solid masses with its fluid contents, the injection of

iodine is apt to be attended with this drawback—that it produces

coagulation of the albuminous matters contained in the cyst, and

thus forms a number of clotted masses, which cannot escape through



CASES SUITABLE FOE INJECTION. 475

the canula, and are not likely soon to be absorbed ; but which are

very liable to act the part of foreign bodies, and lead to inflamma-

tion of the lining membrane. Probably some little chemical inquiiy

will betimes enable the obstetric practitioner to overcome this diffi-

culty. Out of the body, the addition of a small quantity of aqua

potassae to the gelatinous fluid drawn from an ovarian sac will occa-

sionally, if not always, make this fluid freely and perfectly mix with

tincture of iodine ; while before the addition of the alkali the iodine

only mixed in points and patches with the ovarian fluid, and if in-

jected by itself into a sac with these contents, would have conse-

quently been most inadequatelj^ and imperfectly applied to the

lining membrane, provided, at any part, any of the secretion of the

cyst remained. With the exceptions which I have stated, I

believe the injection of iodine into the interior of evacuated

ovarian cysts may, as a rule, be had recourse to with safety,

with retardation of the disease in many cases, and with perma-

nent success and cure in some. The hope of benefit and of cure

will vary with the character of the disease which is treated.

In cases of multilocular cystic tumours, you can hardly hope by

means of one single injection to produce a complete and lasting

cure, for then you only emjity and act upon the lining membrane

of one out of a multitude of cysts, or at most of several cysts in

communication with that one ; and the utmost you can then usually

expect is, that the chief cyst, or cysts, of the group will by this

means become obliterated, and the progress of the disease be thus

stayed for a time. In some rare cases, perhaps, the irritant injected

into the cavity of one cyst may have the happy eff'ect of inducing a

certain amount of absorption in the walls of those around, so that

in this way some of these other cysts may come also to be in some

degree diminished. But I greatly doubt whether the iodine injected

into one cyst ever has the eff'ect of leading to the complete oblitera-

tion of the neighbouring sacs, unless it reaches their cavities ; and

this can only be done, in most cases, by having recourse to the

separate tapping and injection of each particular cyst. Boinet

places great faith in the treatment of multilocular ovarian tumours

by injecting cyst after cyst ; and there can be no doubt that a suc-

cession of cysts may be in this way cured by repeated injections.

The cases, however, for which iodine injections seem to be best

adapted are those where the tumour is unilocular, where the single cyst

has been already tapped once or oftener, and still continues free from

all trace of inflammatory action. In all such cases I believe iodine



476 OVARIAN DROPSY.

may be injected with the greatest possible degree of safety to the

patient, and with the most hopeful jjrospects of a full and final cure.

By means of iodine injections I have, as it appears to me, freed a

number of patients from a disease which, if uninterfered with, or

interfered with only in the way of a palliative paracentesis, must

sooner or later have carried them off
;
and, so far as I am able to

judge, the cure has been complete and is likely to be permanent.

Such seems to have been the case, for example, with a young woman
who called at my house, along Avith a relative, the other day, and

who was one of the earliest patients that I injected with tincture of

iodine. She was tapped for the first time eight years ago, because

of an ovarian tumour which had been growing for about a year

before, and had attained such great size as to interfere with her

breathing, and otherwise to render her uncomfortable. The

fluid drawn olf was perfectly clear ; and in about six months

it had grown as large as before, but then seemed to remain

stationary. Six years ago, exactly two years after the first tapping,

she was again tapped, and this time a quantity of tincture of iodine

was thrown into the cyst. She had a slight degree of pain after-

wards, which was subdued by a one-grain opium pill ; and remained

in bed for a fortnight. From that time to this she has suffered

from no untoward symptom, and at present it is altogether impos-

sible to feel any tumour whatever in the pelvis, either through the

abdominal parietes or through the vagina, although when I saw her

two years ago, I could still distinguish an abnormal body there

;

and the contracted and atrophied cyst must doubtless still remain.

How, then, is this operation to be accomplished 1

3. Mode of Operating, and Apparatus required.—When you go to

inject iodine into an ovarian cyst in any case where you have deter-

mined on having recourse to this oj)eration, you require to take with

you— 1st, An ordinary trocar and canula, with which to j^uncture

and evacuate the cyst
;
2d, A long glass tube, with a nozzle, capable

of being adapted to, 3d, A gum-elastic male catheter, with the open-

ing at the end of the tube
;

ith, A uterine sound
;

5th, Ten or a

dozen ounces of tincture of iodine, or of the liquor iodinei compo-

situs
;

6th, A piece of lint, and some long strips of sticking-plaster

In performing the operation the patient is placed on her side at

the front of the bed, as I have already described to you at some

length, and the full and complete evacuation of the cyst is to be

effected in the same manner, and with precisely the same precau-

tions, as in an ordinary simple tapping. Having emptied the cyst,
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you place your finger upon the orifice of the canula, to prevent the

possibility of the ingress of air, while an assistant fills the injecting

apparatus with the fluid you have determined upon using. Per-

haps the simplest and most convenient form of injecting appa-

ratus is that which I now show you. (See Fig. 77.) It con-

sists of a long glass tube (a), capable of holding eight or

ten ounces of fluid fitted into a pointed wooden box or

nozzle (b). With this instrument you can effect your

purpose perfectly well, placing the palm of the hand on

the wide mouth of the tube, to prevent the action of

the atmospheric pressure when you wish to restrain the

flow of the liquid from the lower orifice, and removing

the hand when you are prepared to allow the liquid to

run out into the ovarian sac. But the use of such an

instrument is attended with some inconveniences, that

may be obviated by introducing between the nozzle and

the long tube that is passed into the interior of the

cyst an inch or two of india-rubber tubing (c c), which

you can close at will by means of a simple spring (d).

So long as the spring is allowed to remain closed no

fluid can escape from the tube ; but the moment its hold

is relaxed by the ends being compressed, the weight of

the atmosphere suffices to drive out the fluid with the

due degree of force ; and should the flow appear to be
^

interrupted, or should it cease altogether, from obstruc-

tion in the catheter, or some other cause, you can usually

force it on easily enough by blowing into the tube

with a moderate amount of force. To carry the fluid

into the interior of the cyst you make use of the long elastic

catheter, to which I have already referred. This is passed through

the canula into the interior of the cavity ; and before commencing
the operation you must have made sure that the catheter and canula

are of such respective dimensions that the former can be passed

easily through the tube of the latter when it becomes necessary to

inject. Before introducing the catheter into the cavity of the cyst,

you must attach it to tlie point of the apparatus I have just de-

scribed ; and you must be careful to have it filled Avith the fluid by
relaxing for a second or two the pressure of the spring on the inter-

vening inch of india-rubber tubing. If you neglect this precaution,

Fig. 77. Apparatus used lor injecting fluids into the interior of evacuated
ovarian cysts.
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and introduce the catheter into the cyst before attaching it to the

instrument, and without filling it with the iodine, you can easily see

that the liquid, ere it can enter the cavity of the cyst, must first

drive before it the air that is contained in the catheter, and the

operation becomes unnecessarily and unfortunately complicated by

the presence of the air in the newly-emptied cyst. While the injec-

tion of the liquid has been going on, the patient is still lying on her

side ; but after enough has been thrown in, the catheter is removed,

the finger is again placed upon the orifice of the canula, and the

patient is made to turn on her back, and perhaps in other directions

also, while the tumour is manipulated and kneaded with the free

hand, with the view of insuring a more effectual application of the

irritant to the whole surface of the lining membrane of the sac.

When this has been done, the patient is again turned on her side,

and the fluid is allowed to run out. Its escape may even sometimes

be hastened by pressure cautiously applied ; for your object in

injecting any preparation of iodine into the interior of an ovarian

cyst is not to leave it there as a lasting irritant, but simply to paint

all over its inner surface with a view of changing the secreting

action of its lining membrane, and of setting up there the adhesive

stage of inflammatory eff"usion. The injected fluid, then, having

been all, as far as possible, again withdrawn, you proceed carefully

to remove the canula, and afterwards to apply a pad of lint, and

three or four straps of adhesive plaster, such as we saw to be neces-

sary after an ordinary tapping. Such is the simplest, safest, and

most satisfactory process that I know for introducing irritant injec-

tions into the interior of evacuated cysts of the ovary.

But there are still two questions in connection with the opera-

tion that you will be ready to ask me, and which I must endeavour

briefly to answer. What kind of fluid, or rather what preparation

of iodine, is best adapted for ovarian injections 1 and, Wliat amount

of fluid may or ought at one time to be used 1

Qualitij and Quantity of Iodine reqidred.

In reply to the former of these questions, the quality of the

iodine solution, allow me to say, that the preparation which I have

most frequently made use of for the cure of ovarian dropsy, is the

ordinary Tincture of Iodine of the Edinburgh Pharmacopoeia. This,

as you are aware, is a very strong preparation, containing half a

drachm of iodine in every ounce of rectified spirit. Fearing lest

the alcohol in this preparation might produce its peculiar intoxicat-
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ing effect on the system, in some cases "where there was a likelihood

of the fluid being to some extent retained in the cavity, I have used

the Liquor lodinei Compositus of the Edinburgh Pharmacopo3ia

instead. This is a much less j)otent preparation, containing only

eight grains of iodine in every ounce of the fluid, along with half a

drachm of iodide of potassium. It has proved effectual, however,

in a number of instances ; and may be safely employed where you

wish particularly to avoid all chance of the narcotic effects of the

spirituous preparation. I have never seen these effects produced to

any very alarming extent, even in cases where a large quantity of

tincture of iodine has been used. At the worst the patient is inco-

herent, or lies in a drunken stupor for an hour or two, but she soon

awakes from this condition as the exhalation and elimination of the

poison goes on simultaneously from the lungs, the kidneys, and the

skin. The alcohol is speedilj^ dispelled ; but for some days after-

wards the odour of the iodine can still be perceived in the patient's

luilmonary and cutaneous exhalations. You can also trace it chemi-

cally in the urine. As for the quantity of iodine to be used, that

will, of course, vary according to the special case. When the cyst

is of large dimensions, you can hardly liojae to bring the irritant in

contact with the whole of its lining membrane unless a considerable

quantity be introduced. From eight to twelve ounces may be

required for the larger class of cysts ; and I have sometimes injected

as much as fourteen ounces at once. For smaller cysts, from four

to eight ounces may sufiice ] but there are probably very few cases

where you will succeed in producing any appreciable effect by inject-

ing less than six ounces. The quantity of fluid injected can easily

be regulated either by having the glass tube graduated to ounces,

or by keeping it in a bottle correspondingly marked and measured

off.

There is still one point connected with the iodine treatment of

ovarian dropsy, in regard to which you must permit me to make

one or two remarks before I have done with this subject. I mean

4. The Blode in which Irritant Injections effect a Cure.—This is a

subject that still requires investigation ; and to the question. How
does the injection of iodine cure ovarian dropsy'? different authors

have given different replies. Some say that it produces its effect

by acting on the walls of the cyst in such a way as to destroy their

j^ower of secreting the fluid they habitually poured forth. Others,

again, aver that iodine only cures by exciting such a degree of in-

flammation as leads to the comjilete obliteration of the cyst and the
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adhesion of the collapsed and contracted walls. Whatever views

have been held, seem to have been adopted merely as a matter of

opinion. There is no observation on record, so far as I know, to

show what actually happens in cases where iodine has produced a

cure. My own impression is, that the usual effect of the injection

of iodine is complete obliteration of the injected sac by adhesive

inflammation. I ground this 02:)inion, first, On the analogous effects

of the injection of iodine for the cure of hydrocele ; and secondly. On
the direct observation I had an opportunity of making in the case of

a patient who had at one time been subjected to the injection of

iodine for the cure of ovarian dropsy. The patient I refer to came

to me, many years ago, suffering from a multilocular ovarian tumour,

for which she had been tapped several times and in rapid succession,

without any better result than the most temporary relief I injected

the most prominent cyst with tincture of iodine. She recovered

well, and went home much reduced in size, and showing no appear-

ance of any new development in the tumour. Long afterwards she

returned to Edinburgh, wishing to be again operated on as before,

as some of the secondary cysts

had, after a time, taken on a

more active growth, and the

size of the tumour began to

inconvenience her. She was

fevered, however, by the fa-

tigue of her journey, became

rapidly exhausted, and died

without anything being done

surgically to the local disease.

On making a post-mortem exa-

mination, we found the new

cyst inflamed, and covered on

the inner surface with patches

of lymph such as you see in

this preparation ; and we could see besides what we supposed to

be the old original cyst obliterated and filled up with plastic lymph,

which was of a dark greenish colour, probably from the permanence

of some of the iodine.

I believe I have now gone over most of the surgical means more

commonly employed for the treatment of cystic tumours of the

Fig. 78. Showing patches of lymphy e.xudation iu the interior of an inflamed

ovarian cyst.

Fig. 78.
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ovarj', -with the exception of ovariotomy. But on looking at the

report of the discussion on this subject in tlie French Academy, to

which I have already referred, I am reminded by a remark of M.

Jobert of one otlier means of treatment, of whicli I have as yet said

nothing, viz.

VI.

—

The Application of Electricity or Galvanism.

This means of treatment consists in causing a current of electri-

city, or galvanism, tlirough the tumour, either by the application of

the handles of the battery to the surface of the body or through

tlie vagina ; or by introducing, first of all, a number of acupuncture

needles into the interior of the cyst, and causing the current to pass

through them directly into the fluid. The effect, according to

Jobert, would be the coagulation of the fluid, which, he avers, should

take place in six or seven applications, and without determining any

inflammatory action. He adds, that in a patient on whom he had

operated in this manner, the tumour disappeared two years after-

wards, and at the end of a certain time there remained only a cir-

cumscribed hardness in the left side of the pelvis. In the article on

Dropsy of the Ovary, which I wrote for the Library of Medicine

many years ago, I have spoken of this plan of treatment in the

following terms :
—

" If we desired in ovarian dropsy to act upon the

same principle as those which guide surgeons in the treatment of

hydrocele of the tunica vaginalis, it would probably be safer to imitate

them in their late attempts to produce absorption of the fluid and

adhesive inflammation in the walls of the cyst, Ijy the use of acupunc-

ture needles, aided by the action of galvanism or electricity. We
might certainly decompose the fluid by galvanic needles, and then

that fluid itself might possibly act as an irritating and foreign body

upon tlie lining membrane of the cyst ; but would the inflammation

thus lighted up be followed in any cases by sanitary results, in

regard either to producing the ultimate absorption of the efi'usion,

changing the action of the cyst, so as to repress its further secretion,

or leading to its obliteration 1 Such results could scarcely be ex-

pected where the cyst or cysts are large, and it would be of little or

no use in the multilocular form of the affection. Are there any

cases of the disease in its early stage in which it would be likely to

be of more benefit V I have tried the effects of galvanism in many
cases of ovarian dropsy, applying both through acupuncture needles,

and sim[)ly to the surface ; but the effect has usually been very

VOL. III. 2 I
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slight, and I certainly never found any good result from it. On
the contrary, in one patient in whom I made use of it, introducing

some acupuncture needles into the interior of the cyst, and thus

passing the galvanic current directly through the fluid, such a degree

of inflammation was lighted up in the interior of the cyst, that she

died in consequence of it. The operation was thus shown to be, in

some degree, a dangerous one ; and as the good effects of it seemed

to be very problematical, I have latterly given up the use of it

altogether.
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LECTURE XXXL

ON OVARIOTOMY.

Gentlemen—With perhaps one single exception, I have now
discussed all the means of treatment, medical and surgical, which

are usually employed for the palliation or cure of ovarian dropsy.

I have tried to point out to you the respective dangers and advan-

tages of each difierent mode of treatment
;
and, so far as my judg-

ment and experience have enabled me to decide upon their compara-

tive merits, I have endeavoured to guide you to a proper estimate

of their relative value, and to a correct appreciation of the results

likely to ensue from their adoption. From what I have told you,

you will have gathered that there is no one form of treatment which

.should be carried out constantly in all cases, or in preference to all

the others. Rather, I hope, you have concluded, that for the en-

forcement of any plan of treatment in any particular case you must

be guided by a judicious eclecticism, carefully weighing the chances

of death or the prospects of cure attendant on each form of opera-

tion, and choosing that which affords most hope of permanent benefit,

and entails least immediate risk in that special kind of case. But

if I have spoken clearly, you must have learnt further that, although

a permanent and perfect cure may and does sometimes result from

the performance of the operations already described, yet each and

all of them may fail in effecting a cure, or even in producing more

than the most temporary relief Nay more, there is not one of them

that is altogether free from danger, while some of them are fatal in

a high degree. Hence you may meet in practice with cases where

you cannot see your way to the employment of any of them. You
may also meet with a patient who has been tapped again and again

without the slightest benefit ; or in whom the injection of iodine

offers little chance of cure from the multitude of comparatively

minute cysts ; or where the formation of a fistula leading outwards

cannot be followed out without the prospect of the most disastrous

consequences ; where the letting out of the fluid into the peritoneal

cavity would prove almost certainly fatal, and where none of the

other forms of operative treatment need for a moment be thought of.
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In such a case you may well inquire whether there be not yet some

other means which might afford your patient a chance of life, or

whether you must stand by, impotent and powerless, and see her

slowly and helplessly perish 1 The question has been already

answered, to some extent, and many women who seemed doomed to

die of this disease now live in the enjoyment of perfect health,

and thankful to the bold and skilfid men who freed them from their

trouble by the successful performance of a dangerous and difficult

operation. In such cases a complete cure has been effected by

making an incision through the abdominal wall, tying the pedicle of

the ovarian tumour, and cutting off the whole of the morbid mass.

I allude, of course, to the operation of ovariotomy. I need say but

little with regard to the

History of the Operation.

Excision of the ovaries, as you know, has long been performed

and practised in the lower animals. This operation of " spaying,"

as it is called, is performed with the view of preventing the animals

from breeding, and for the purpose of more rapidly fattening them.

As applied to the human female also, the operation is not a new one.

Athenaeus, in his Denosophists—that strange and gossiping medley

of the ancient " Curiosities of Literature "—tells us, on the authority

of Xanthus, that " Adramyttes, the King of the Lydians, was the

first man who ever castrated women, and used female eunuchs

instead of male eunuchs and a similar practice is said to have

been followed by several kings, and among a few nations of antiquity.

Coming down to a much later period, we find Boerhaave relating

that a swine-spayer once castrated his daughter, as being the most

effectual means of putting an end to her licentious practices. But

perhaps the first occasion where extirpation of the ovaries was had

recourse to as a surgical operation, was when Percival Pott cut

down upon a small tumour in either groin of a young female, and

removed from both sides a body which had all the appearance of an

ovary, and which was apparently—as proved by the physiological

results, as well as by anatomy—nothing else than this organ con-

tained in a hernial sac, and liable to pain on compression in its new

position. It is usually stated that L'Aumonier of Rouen was the

first to perform ovariotomy, in 1776
;

but, besides that it had been

done before his time, it appears, when the history of his case is looked

into, that his operation rather consisted of the opening of a pelvic

abscess in a puerperal female, by cutting through the abdominal walls,
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and removing the ovary along witli some of the otlier structures at

the side of the uterus. The operation of ovariotomy, as now under-

stood and practised, was not in reality methodically performed till

the beginning of the present century. The propriety of removing

ovaries which had become the seat of cystic or other forms of

degeneration had been discussed previously, and defended by Plater,

Vanderhaar, Delaporte, Morand, and others ; while Diemerbroeck,

De Haen, Morgagni, etc., gave expression to unfavourable opinions.

But Dr. Ephraim McDowell of Kentucky seems to have been the

first practitioner who actually performed excision of the ovary in

the case of a j^atient who was the subject of ovarian dropsy ; and

this operation, which was performed in 1809, proved so successful,

that he had recourse to it in at least eight cases afterwards. For a

time it was not adopted by any other surgeons. In 1823 it was

taken up by Mr. Lizars of this city, who opened the abdominal

cavity for the purpose of performing ovariotomy, in four cases. In

one of the four patients no tumour at all was found ; in a second

patient the tumour was not ovarian, but a pediculated fibroid tumour

of the uterus, arising from the fundus, and was left unremoved.

This patient lived for about a quarter of a century afterwards, and

I saw her body opened by Dr. Myrtle. Both ovaries were small

and healthy. In only two cases did Mr. Lizars find an enlarged

ovary and remove it. One of these two patients died ; the other

recovered and lived for some years. I here show you the appear-

ances presented by the abdominal organs in this last patient, as seen

after death. There is no trace, you will observe, of any return of

ovarian tumour, and the parts at the seat of the extirpated ovary

are strongly adherent and matted together. Mr. Lizars' results

were such as not to encourage surgeons to follow him ; nor did he

himself persevere in testing farther the propriety of operation. In-

deed, the revival of it is principally due to the exertions and

example of Dr. Clay of Manchester, who operated on his first case

in 1842. Since that time Dr. Atlee of Pennsylvania, Mr. Spencer

Wells, and various others, have performed the operation in a great

numljer of cases. It has now been performed probably nearly 400

times in all, although the published statistical data do not show the

result in many more than 300 cases. Dr. Clay has himself operated

now in 93 cases. Tlie opei'ation, however, has met with great oppo-

sition, from all classes in the j^rofession ; and before proceeding

farther, it will be well for us to inquire into some of the more

ordinary
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Objections to Ovariotomy.

1. It is a dangerous Operation.—It has been objected to ovario-

tomy, first of all, that it is a very dangerous and formidable opera-

tion ; and as a matter of fact the observation cannot be gainsaid. To

open into the abdominal cavity of any ^^atient, and remove from it

a large morbid mass, is to expose that patient to many great perils,

both immediate and more remote, however skilfully the operation

may be conducted, and however sound the constitution of the patient

herself may be. But if an operation must be rejected simply on the

mere ground that it is dangerous, then there is an end to all the

efforts of surgery ; for no operation that is ever performed—not even

the most trifling—is altogether free from danger. But this opera-

tion of ovariotomy, it is averred, is so much more dangerous than

any other kind of operative procedure that it ought not to be recog-

nised and performed as a legitimate surgical proceeding. Let us

see how far this allegation is founded on fact, by comparing the

mortality from ovariotomy with the mortality from other capital

operations, which are not only considered as legitimate, but which

surgeons count it a glory to perform. You will be best able to form

a correct idea of the relative degree of mortality resulting from

ovariotomy, as compared with other capital operations, if I set

before you in a tabular form the results as they have been reported

by different surgeons, or as occurring in different hospitals :

—

Table I.

—

Mortality after Ovariotomy and after various other

Capital Operations.

Reijorter. Nature of Operation.
No.

of

Cases.

No.

of

Deaths. Proportion of Deaths.

Fook .... Ovariotomy. 292 120 41 in 100, or 1 in 2^.

Atlee .... Ditto. 179 59 33 in 100, or nearly 1 in 3.

Simon Ditto. 44 32 73 in 100, or 1 in 1|.

Clay .... Ditto. 93 29 31 in 100, or I in

Peacock . Amputation of limbs. 72 35 49 in 100, or 1 in 2.

Cooper & Inman Herniotomy. 622 296 47 in 100, or 1 in 2^-^.

Various Surgeons Ligature of innomi- 14 14 All those operated on
nate artery. have died.

Inman Ditto of subclavian. 40 18 45 in 100, ornearly 1 in 2j\j-

Inman& Phillips Ditto of other large 370 123 33 in 100, or 1 in 3.

arteries.

Cox .... Amputation at hip- 24 18 75 m 100, or 1 in 1|.

joint for chronic

disease.

Malgaigne . Amputations of limbs. 852 332 33 in 100, or nearly 1 in 2k
Malgaigne . Ditto of thigh. 200 122 61 in 100, or 1 in If.

Lawrie Ditto of limbs. 276 101 36-6 in 100, or 1 in 2tV
Fenwick . Ditto. 4937 1565 32 in 100, or 1 in 3^V-
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The table does not profess to give an accurate analysis of the

results in all cases of ovariotomy, any more than it shows the pre-

cise amount of mortality attendant on all the other kinds of opera-

tion referred to. The mortality from ovariotomy, like the mortality

from other ojierations, differs much at different times, and when

performed by different operators. In Germany they have been

particularly unfortunate with this operation ; and hence the statistics

of Simon—which refer exclusively to cases operated on in Germany

—show a tremendously high rate of mortality. It is difficult to

understand why the operation should have proved so fatal in the

hands of operators so distinguished as Kiwisch of Wiirzburg, and

Langenbeck of Berlin, the latter of whom lost five out of the seven

patients on whom he operated, while the former had as high a rate

of mortality as one in two. This want of success is all the more

striking when we contrast the results of the operation, as performed

by these men, with the results obtained by Drs. Clay and Atlee from

the same operation ; the latter of whom has lost only one in three

patients, while the former has had so low a rate of mortality as one

in three and a fifth of the whole number of patients operated on.

But, taking the data of the laboriously-compiled analysis of Fock,

as presenting a fair average of the general results of the operation

up to within the last few years, you will perceive that we have a

mortality attending ovariotomy of about forty-one per cent, or, in

other words, two patients die out of every five operated upon. Now,

if you compare this rate of mortality with the rate of mortality

attendant on other great operations, you will find that ovariotomy

is less fatal than some, and ])ut slightly more formidable and danger-

ous than others. It is hardly more fatal, for example, than am-

putations of limbs are shown by Malgaigne to have been in the

great hospitals of Paris, where about thirty-nine per cent of all the

patients die after amputation of the leg, thigh, and arm ; and it is

less fatal than the same kinds of operation are shown by the statis-

tics of Dr. Peacock to have been in our own Edinburgh Infirmary,

where more than forty-eight per cent of all the patients subjected

to amputation of the arm and thigh died from the effects of the

operation. It is less fatal than herniotomy; less fatal than the

operation of tying the subclavian artery; less fatal than ami:)utation

of the thigh; and far less fatal than amputation at the hip-joint.

Well, then, if ovai'iotomy is to be condemned as an unjustifiable

operation, and rejected altogether from surgical practice, on the

simplp ground of the high rate of mortality attendant on its perform-
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ance, then, to be consistent, surgeons must cease to perform vari-

ous other operations which have been shown to be on the same level

with ovariotomy as regards their ratio of mortality, or even to be

more fatal than ovariotomy. They seem to regard the ligature of

the arteria innominata as justifiable, though every patient upon

whom the operation is performed dies, though they regard ovario-

tomy as not justifiable though three out of five operated upon

recover. But it is argued by some surgeons that, though this opera-

tion may not be more fatal than some others which they think they

do right to perform, yet ovariotomy is an operation to be eschewed

because, in all proper and justifiable operations, the rate of mortality

goes on diminishing with our advanced knowledge of their particu-

lar requirements, and with our improved means of carrying them

out
;
while, in the case of ovariotomy, the rate of mortality does

not diminish
;
but, they argue,

2. The Operation is as fatal noiv as it was at first.—This objection

might be held to be of some weight, if only it were founded indu-

bitably on fact. But it seems to be doubtful, if not utterly erroneous,

and is probably traceable to the practice, too commonly pursued by

writers on this subject, of giving only the general result of all the

operations that have ever been performed, without making any ana-

lysis or statement as to the difference in the mortality of the later,

as compared with that of the earlier cases in which the operation

was had recourse to. For if we look at the results of the operation

as it has been performed by men who have specially directed their

attention to it, with the view of finding what diff'erence there is

between the mortality of their earlier and that of their later cases,

Ave discover a very striking and most convincing contrast. Thus

Dr. Atlee records that

In the first 101 Operations there was 1 death in every 2|f cases, while

In the last 78 ,, ,, 1 ,, ,, 3f cases
;

thus showing a diminution of nearly ten per cent in the rate of

mortality in the last as compared with the first set of operations.

Again, an analysis of Dr. Clay's cases furnishes a still more con-

vincing proof of the fallacy of the objection to ovariotomy which we
are now considering. Dr. Clay published the folloAving table of the

results of his operations in the year 1856, up to which time he had

performed it
.
in 71 cases :

—

In the first 20 Operations there was 1 death in every 2.^ cases,

In the second 20 ,, ,, 1 3^ cases, while

In the last 31 ,, ,, 1 ,> 4 cases.
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Such a talile shows how, in the hands of a careful and intelli-

gent operator, the mortality from this severe operation may go on

diminishing, till now Dr. Clay is able to perform ovariotomy with

a better prospect of success than surgeons can ever have when

having recourse to some of the more serious though very common

surgical operations. Perhaps, if a corresponding analysis of the

general mass of operations that have been performed up to the pre-

sent period were made, we might find a corresponding progressive

diminution of the general mortality. The results of the operation,

in the hands of one operator at least, are not included in the table

I have given. I refer to those of Mr. Spencer Wells, who has

latterly devoted much attention to the improvement of ovariotomy,

and who tells me that he has performed the operation now in six-

teen cases, and has lost only six of his patients. In other words,

the operation has been attended, in the hands of Mr. Wells, with a

mortality of 37-^ per cent, or of 1 in 2f of all the cases—a high

ratio of mortality, no doubt, but still, as he remarks, less than that

attendant in our metropolitan hospitals on lithotomy in the adult,

or amputation of the thigh. Indeed there seems good ground for

hoping that when the operation comes to be still further improved,

and is carefully performed in properly-adapted cases, the general

mortality may yet be reduced to as low or even to a still lower

standard. Even taking the mortality as it at present stands, I

think I have said enough to convince you that ovariotomy is no

more deserving of condemnation on the ground of its mere fatality

than many other approved operations, and that it not only may be,

but has been, improved upon in the course of years, during which it

has been performed, to such a degree as greatly to reduce the ratio

of its attendant mortality.

3. The Disease is liable- to return after the Operation.—It has been

urged, further, as an objection to the performance of ovariotomy,

that the ultimate results are apt to be unfavourable ; for that, even

supposing the patient to have survived all the more immediate

dangers of the operation, the tumour is liable to be reproduced, and

then the patient is found to have been exposed to most imminent

danger without becoming cured of her disease. Of all the argu-

ments that have been brought forward in opposition to the perform-

ance of ovariotomy, I know none more unsound than this, for a

recurrence of ovarian dropsy in a patient who has been subjected to

excision of a dropsical ovary is, indeed, a very rare phenomenon.

The only conditions under which such apparent reproduction of the
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disease can occur are found in those cases where, after the removal

of one enlarged ovary, the other, which may have been at the time

quite healthy, or only in a state of commencing cystic degeneration,

takes on a rapid degree of development, and ultimately attains a size

equal to that of the organ already extirpated. In the great

majority of cases where the operation has been had recourse to, the

disease has been found confined to the ovary of one side only ; and

in removing that we remove the entire mass of the tissue which has

a tendency to undergo cystic degeneration, leaving only the pedicle

of the tumour, which is never likely to be the seat of such a mor-

bid change. It is, in fact, one of the very few forms of morbid

growth which we remove with the almost absolute certainty of free-

ing the patient, at once and for ever, of her disease. So far from

finding it liable to recur, patients who have been subjected to the

operation are now known to have survived for many long years, and

sometimes to have subsequently given birth to children. But those

who bring forward the possibility of the reproduction of the disease

as an argument against the performance of ovariotomy, use a double-

edged weapon ; for the objection might be urged with tenfold greater

force against operations almost daily performed and perpetrated by

surgeons who plume themselves upon performing legitimate opera-

tions only. How frequently, for instance, have you all seen limbs

lopped off for tubercular disease of joints or bones in the case of

patients who are almost sure to die soon after from the development

of the same disease in the lungs or some other internal organs 1

There are few operations in surgery more common than extirpation

of the mammte for scirrhous degeneration of the gland, and ampu-

tations of limbs which are afi'ected with carcinoma are of very

frequent occurrence in practice. Yet with what chance of ultimate

success, think you, are these amputations and extirpations of malig-

nantly-affected members had recourse to 1 Why, with the almost

perfect certainty that the disease will return either in its former

site, or in some other organ, and that at no very indefinite or

distant date. In the case of lithotomy, again, the chances of the

re-formation of vesical calculus are incalculably greater than the

chances of the reproduction of an ovarian tumour in a patient sub-

jected to ovariotomy. And, finally, to take once more as a standard

of comparison the operation of ligaturing of large arteries for the

cure of aneurism, which we saw to be on the whole as fatal as the

operation of ovariotomy, is it not the case that a patient who has

aneurismal disease at one point of his arterial system, is extremely
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likely to have it simultaneously or subsequently in other parts 1

and when any kind of cure of the most prominent and pressing

aneurismal growth has been effected, is it not the case that the

disease is then disposed to become more rapidly developed, and

more distinct and dangerous in some of the other arteries 1 If,

then, the possibility of the recurrence of the disease be regarded as

an argument of any weight against the performance of ovariotomy,

it must be held as weighing in a still greater degree against the

performance of those other forms of operation where we see the

possibility of the reproduction of the disease converted into a pro-

bability, or changing to an almost absolute certainty.

4. The condition of the Patient is not improved.—Again, it has

been argued that a patient subjected to ovariotomy is not only not

secured against the ultimate recurrence of her disease, but that she

is left in a more infirm state of health after the operation than she

would have been had her disease been allowed to run its usual

course. Now, so far is this allegation from being tnie, that, as I

have already stated, women subjected to this operation have some-

times borne families afterwards, and may have lived for many long

years in the enjoyment of the most perfect good health. And if it

does happen in some few cases that the patient remains for some

time afterwards infirm and iuA^alid, we know that the same thing

happens often enough after the operation of lithotomy ; for many

adult jxitients who survive that operation, only do so to linger on

as hopeless and confirmed valetudinarians. Very few of those who

have had the thigh amputated have attained old age ; and the

ablation of a large portion of the body seems materially to affect the

chances of long life. We very rarely know anything of the after-

history of patients subjected to the so-called " capital operations " of

surgery, and perhaps if we had any means of tracing on a large scale

the subsec^uent progress of such patients, we might find that in the

general mass, the fact of having gone through any serious operation

militates in no small degree against the prolongation of the patient's

life
;

or, to state the matter more correctly, as regards some cases,

the existence of any morbid condition or disease which necessitates

a serious and grave operation for its removal, is generally a state

that is adverse to the hopes and chances of prolonged existence.

5. The Operation is unnecessary.—It has been argued, moreover,

by those who object to the performance of ovariotomy, that the dis-

ease for the cure of which ovariotomy is undertaken is not of such

a formidable and fatal character as to justify an attempt to cure it
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by means of a deadly and dangerous operation. Ovarian dropsy,

they allege, is a simple and slow-developing disease, which does not

either rapidly or certainly destroy a patient's life, and does not

always interfere with her ordinary occupations ; and even when it

does become a source of danger and distress, we have, they asse-

verate, much simpler means to which we can have recourse for the

purpose of alleviating its symptoms and checking its progress. But

all men of any degree of experience know well, that though in some

few and rare exceptional cases patients affected with ovarian dropsy

may live on for long years with their health but little impaired, yet,

in the great majority of instances, the disease goes on steadily and

surely in its deadly and destructive course, and ends only with the

patient's dissolution—usually within a few years at most
;
but, if

the case is advanced in its course, within a few months, or it may

be a few weeks. Indeed, most of the chronic maladies for the

cure of which modern surgeons perform the more grave and

capital operations of surgery, are not necessarily so deadly in their

course as ovarian dropsy, and most of them admit of more palliation

and retardation by treatment than ovarian dropsy does. For, simple

as the means usually employed for the arrestment of the progress of

ovarian dropsy, and for the alleviation of its symptoms, may appear,

I believe I have already said enough to convince you that the ope-

ration of tapping is at the best but a temporary palliative; that

sometimes it hurries on the fatal march of the disease, and that not

unfrequently it is a source of immediate danger and death to the

patient. Nor are any of the other simpler operative measures that

we have at command for restraining the progress of the malady and

bringing about a cure so altogether simple, or successful, or safe, as

to make us place any great hopes or confidence upon their posses-

sion or performance, or to hinder us from the investigation of a

means of treatment that is, undoubtedly, more certain to effect a

cure, even if at the same time it be a source of great immediate

danger. No one can doubt, and, certainly, no one will deny, that

ovariotomy is a very severe and almost desiderate measure to have

recourse to for the cure of a disease, the dangers of which it may be

difficult to realise, as they sometimes, in the mind of the patient

and of the practitioner, loom but dimly in the distance, although in

every case of ovarian dropsy these dangers must force themselves

upon us, and ever more formidably and more distinctly the nearer

the end advances. But when we calmly consider the character and

tendencies of the disease, when we fully realise its dangers, and
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when we fairly and faithfully appreciate the inefficacy of all the

other different methods of treatment, the conviction becomes more

and more strongly impressed upon us, that ovariotomy is not only

in some appropriate cases a justifiable but a commendable operation.

The question resolves itself much into this :—To what degree of

danger is it lawful or necessary to subject a patient for whom there

is almost no hope—or none—of curing by safer measures, and who

is the subject of a disease that is now a source of sad discomfort,

and is sure to be a cause of death at no distant period 1 All ana-

logy teaches us—if I read aright the lessons and moral code of

surgery—that whenever we have to deal with a malady which there

is no hope of curing Ijy milder measures, and which is otherwise

inevitably fatal, we are not only justified, but we may find ourselves

compelled, to put in practice an operation that jeopardises the

patient's life, and that, too, where the disease is of such a character

as not to be immediately or very speedily fatal. Do not surgeons

cut off' the limbs of patients who are suff"ering simply from caries or

necrosis of the bones, and thus subject them to a certain mortality

of one in every three or four, with the view of curing them of a

form of disease that is not in itself either of a fatal or very formidable

character, but which merely renders the patient partially or alto-

gether unfit for his ordinary avocations 1 Have we not all seen

limbs amputated which had become the seat of ulcers, painful, per-

haps, and distressing, or simply indolent and untractable, but neither

fatal in their ultimate tendencies, nor unfitting the patient utterly

for his usual occupation 1 When a surgeon discovers a stone in a

patient's bladder, he has rarely any hesitation in advising its re-

moval ; and only usually delays till his weapons are in order, and

liis friends or pupils are warned of the great event, ere he subjects

his unfortunate victim to an operation which—in the adult at least

—is hardly less dangerous and deadly than ovariotomy has proved.

Yet patients live on for years witli vesical calculi, in discomfort and

distress it may be, bat not altogether helpless or incapacitated for

the work of life, or debari'ed from its enjoyments. They urge

usually the early removal of cystic, fatty, cancerous, and other

tumours, wlien placed externally on tlie Ixjdy, under the plea that

they will be more difficult and dangerous to cut out and eradi-

cate if they are allowed to increase and grow very large. Does

not the same logic apply in some degree also to ovarian growths 1

Many of these diseases that I have alluded to sometimes become

spontaneously cured—even, according to Professor Walshe, cancer-
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ous tumours themselves—and, certainly, such a happy consumma-

tion rarely occurs in cystic degeneration of the ovary. And as for

aneurism, which sometimes cures spontaneously, I believe the law of

legitimate surgery in the case of that disease to be, that the opera-

tion of arterial deligation ought to be performed as early as possible,

as then the patient has a better chance of cure. Surely the law

that guides us in the ligaturing of arteries ought to hold good also

for the performance of ovariotomy—an operation which we have

seen in many cases to be in no degree more dangerous than the

deligation of some of the larger arteries of the body. It is a

momentous matter, truly, to take upon ourselves to advise a patient

with ovarian disease, or with any other formidable disease, to sub-

mit to the dangers of the surgical knife, with a view to effect a

radical and complete cure ; and when asked by herself or her friends

what ought to be done, it is a most difficult question for us to

answer. It is just one of those cases where we must take both the

patient, and the patient's relatives, into our confidence, explain to

them the whole nature and tendencies of the disease, as well as the

whole dangers of the operation, and the prospect it holds out of

cure ; and then leave it with them to decide whether or not the

operation shall be had recourse to.

6. The Diagnosis of the Disease is uncertain, and the Condition of

the Tumour cannot he made out.—The strongest argument that I know

against the adoption of ovariotomy—and it has sometimes been

urged as an objection to the performance of the operation—is the

difficulty of making an absolutely accurate diagnosis of the disease
;

and as to whether the tumour be free and removable, or so adherent

to surrounding parts as to preclude the possibility of its removal

when the operation has been begun. It is true that even a great

extent of adhesion does not necessarily prevent the tumour from

being removed. The experience of various operators has proved

this point. But it were greatly to be desired that we had some

power of knowing beforehand what amount of obstruction we might

expect to encounter from this cause in the course of the operation

;

and perhaps further experience and observation may yet enable us

to obtain all the information in this respect that we require. In

the meantime, are we to stand still and refrain from curing any

patient, because in some other case we cannot form a perfect dia-

gnosis as to all the conditions of the malady ? For, if uncertainty

of diagnosis be an insuperable barrier to the performance of ovario-

tomy, it must also be held out as an objection to the performance
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of other operations for the cure of other forms of disease, where we

are also liable, though in a less degree, to fall into errors in dia-

gnosis. I have seen one of the best operators whom this or any

country ever produced cut off a leg for what was supposed to be

irremediable disease of the cartilages of the knee-joint ; and when

the joint of the amputated limb was cut open, the structures were

all seen to be perfectly healthy, and the surgeon found that he had

submitted his patient to all the dangers of a thigh-amputation for

the cure of a hysterical knee. In my student days I saw a patient

come into the hospital thinking he had a stricture ; but he was told

by the surgeon he had a stone in the bladder, and he was imme-

diately, without further prejiaration, placed on the operating-table

and subjected to the operation of lithotomy. When the bladder

was cut open, however, and a sound was introduced through the

wound, it was found that there was no stone there. According to

Mr. Norris, it hap})ens about once in every ten or twelve cases in

which ligature of the subclavian artery is performed for the cure of

aneurism of the axillary, that after the operation has been performed,

the swelling which the operator supposed to be an aneurism is not

aneurism at all, but a tumour of some other kind overlying the

vessel. I do not instance these mistakes— and many such have

occurred—as matters of reproach to surgeons, but merely to show

you how in every case we are liable to error ; and what I say is this,

that the men who commit such practical blunders have assuredly no

right to turn round and condemn others who have opened the abdomen

with the view of joerforming ovariotomy, and found no tumour there,

or the tumour so adherent as to be incapable of removal. I am no

advocate for the performance of ovariotomy in every case of dropsi-

cal degeneration of the ovary, and I think the number of cases in

which it ought to be had recour.se to is, as yet at least, but limited.

But I have no patience with surgeons who denounce and declaim

against ovariotomy as a dangerous and deadly, an unsatisfactory and

unnecessary operation, and who yet persist in performing other opera-

tions which are at least as fatal, which present as little prospect of a

final cure—ay, and which are adopted for the remedy of diseases

that might have well been treated by far milder measures—which are

cured spontaneously or artificially far more frequently than ovarian

dropsies, and that are far less deadly and fatal in their courses and
tendencies. Nor will it do to say that this is an operation sui

generis, performed for the cure of a disease which has no parallel in

other morbid conditions of the body, for that might as truly be said
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of any other form of operation that is ever performed. On this

topic I most cordially indorse the opinion of Professor Gross, of

Philadelphia, the author of the latest and most complete work on

systematic surgery in the English language. His words are these :

—

" My opinion has always been, that extirpation of the ovary is, under

certain circumstances, not only justifiable, but imperatively neces-

sary ; and I must confess I have no sj^mpathy with those who

condemn this operation, and yet, almost in the same breath, remove

an ulcerated cancerous breast, or a jaw-bone affected with encepha-

loid, in the hope, as is alleged, of enabling the poor patient to eke

out a few short months of a miserable existence. Consistency is a

virtue in surgery as it is in everything else."
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LECTURE XXXII.

ON OVARIOTOMY— Cort<rrt«^</.

Gentlemen—In my last Lecture I endeavoured to prove to you

that ovariotomy was a justifiable operation ; and that, although it

was very formidable in its character, and often fatal in its result,

yet we were fairly entitled to place it in the rank of legitimate sur-

gical operations. Let us proceed now to inquire under what circum-

stances we would be justified in having recourse to it ; or study—
in other words—the kind of

Cases requiring the Operation.

From the remarks that I made in attempting to meet the objec-

tions which have been usually urged against the performance of

ovariotomy (and perhaps I occupied more of your time in answering

some of these objections than their weight really required), you may
have been led to infer that I was inclined to have recourse to the

frequent performance of the operation, or to recommend it in many

cases of cystic disease of the ovary. But, so far am I from regard-

ing this as the main or only means for the treatment of ovarian

disease, that I believe we do right to have recourse to it only in rare

and exceptional instances. But the question is, In what instances 1

Now, First, It is never to be dreamt of under any circumstances or

in any case where the patient is at the same time suffering under

organic disease or derangement of the kidneys, lungs, heart, or any

other organ
;
never, in short, unless the constitution of the patient

is in other respects healthy and favourable. Secondhj, It is never

to be thought of in any cases of cystic disease of the ovary, when

that disease is mixed up, as it sometimes is, with carcmomatous or

encephaloid deposits in the tumour. The co-existence, or the fear

of the co-existence, of cancer with the cystic ovarian degeneration,

is a complete barrier to the idea of ovariotomy. Thirdly, It is not

to be had recourse to—at all events never in the first instance—in

cases where the disease consists of a single ovarian cyst, or of a

VOL. III. 2 K
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mass of ovarian cysts, with one cyst of such a preponderating and

predominant size, as to make the diseased mass resemble a unilocular

dropsy of the ovary. Fourthly, It is not to be had recourse to in

these cases, because we have good hopes of often controlling and

sometimes curing the disease by milder and safer measures ; as by

1, paracentesis, and allowing the fluid, if bland, to escape into the

peritoneal cavity
; 2, by tapping through the roof of the vagina,

and, if necessary, establishing a fistula between the cyst and the

vaginal canal
;

or, 3, by obliterating the cyst or cysts by the injec-

tion of iodine. The only cases of ovarian dropsy fit for ovariotomy,

are cases of the common compound or multilocular form of the disease

in which these preceding measures have failed to restrain the onward

growth and progress of the disease towards the inevitable destruction

and death of the patient. But all cases of compound or multilocular

ovarian disease do not belong to this category. In a few, iSTature

herself, as we have seen, taps and relieves the patient from time to

time. With these cases you would assuredly not intermeddle. In

a few the course of the malady is very slow, and seems occasionally

—but very, very rarely—to become, as it were, arrested in its march.

With these cases you would not interfere in the way of any surgical

treatment whatever. In some instances of multilocular ovarian

dropsy the fistulous tapping of the largest and predominating cysts,

or the injection of them with iodine, stays or retards, and occasion-

ally so arrests the further development of the malady, that no more

serious or severe surgical measures are to be considered necessary.

But, unfortunately, in a large number of multilocular ovarian drop-

sies, all these measures prove, primarily or ultimately, totally inef-

fectual
;

palliative tappings come to be required more and more

frequently ; and it becomes a matter of almost mathematical cer-

tainty that the poor patient will ere long sink under their repetition,

or under a continuance of the disease. Still, when the practitioner

is driven to bay in this manner, the remaining cases are not by any

means all of them cases for ovariotomy. Already in many such

firm adhesions exist between the surface of the ovarian tumour and

the contiguous surfaces of the peritoneum, that if the operation were

begun it could not be finished. It is this circumstance that has,

perhaps more than most others that I alluded to in my last lecture,

prevented . ovariotomy from being adopted by some surgeons into the

class of legitimate operations. Out of the 292 cases of ovariotomy

collected by Fock, in only 200 instances was the operation com-

pleted, with the result of 111 recoveries to 89 deaths. But out of
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his collection of 292 cases, there were no less than 92 instances in

which the operation, after it was begun, was not completed ; and in

71 out of these 92 the cause of failure was the extent or strength

of the old inflammatory adhesions of the sac to the contiguous peri-

toneum. Those practitioners that are in the habit of performing

ovariotomy do not regard now a considerable amount or extent of

adhesions as an insurmountable barrier to its completion ; but where

the adhesions are very great, the proper plan of surgical proceeding

— if any surgical proceeding beside tapping is adopted— is, as I

have already tried to show you, the establishment of a permanent

or fistulous communication between the largest cyst or cysts and the

cutaneous surface. The cases, then, fitted for the operation of ova-

riotomy are sj^ecially, if not entirely, those in which the tumour is

raultilocular ; in which tapping and other milder surgical measures

have failed to stay the progress of the disease, or are inapplicable

from the great number and small size of the comjionent cysts ; in

which the disease is evidently going on steadil}% and, at no remote

period, to the destruction of the patient ; and yet the tumour feels

entirely or comparatively free from morbid adhesions, and the gene-

ral constitution of the patient is such as to present no counter-

indication to the performance of this formidable operation. Under

such a painful combination of circumstances, the question comes to be,

Are we to recommend our patient to linger on for a few months or

weeks longer, and sulimit to the usual progress and fatal termination

of the disease, and to die without any surgical proceeding at all ; or

are we to counsel her rather to submit by ovariotomy to an opera-

tion that certainly may very probably inflict speedy death, but which,

on the other hand, if it prove successful, gives her all the best

chances of renovated health and prolonged life 1 I mu.st here em-

phatically repeat what I have stated to you before, that in this, as

in other capital and dangerous operations for chronic disease, the

patient herself, or her friends, ought as much, or more than the

physician, to decide the question of surgical interference or non-

interference.

Supposing that you had made up your mind as to the possibility

of removing the ovarian tumour, and that the jjropriety of the

operation had been determined, it only remains to consider how the

operation is to be effected. Let me, therefore, as briefly as possible,

explain to you
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The Mode of performing the Operation.

1. Preliminary Measures.—Before exposing your patient to tlie

risks of this, as of any other serious operation, you are, of course,

bound, in the first instance, to j^repare your patient, as far as pos-

sible, by attempting to raise the standard of health, by means of

tonics, and to diminish in some degree the chances of inflammation,

by putting her for a time on antiphlogistic diet and regimen. Some
have recommended that the heat of the room in which the patient

is to be operated on should be raised some degrees above the average

temperature, under the idea that the cold air might prove irritating

to the exposed peritoneum. But such a precaution seems hardly to

be necessary ; for there is no direct proof that the peritoneum is

more likely to be inflamed in consequence of being exposed to the

atmosphere at a low temperature, than it is when exposed to heated

air. If the room be heated, care must be taken to prevent the

air from getting too dry, by impregnating it with the vapour of

water. When the operation used^first to be performed indeed, the

greatest care was taken to have heated cloths in readiness to apply

to the peritoneal covering of the intestines, when by chance they

were protruded ; but those who are in the habit of operating fre-

quently apparently lose all such great fears in regard to the free

exposure and rough handling of the peritoneum. Even where

inflammation has existed, and adhesions have been formed between

the surface of the tumour and the abdominal wall and viscera, these

adhesions have in numerous cases now been freely torn up, and the

peritoneum roughly sponged and wiped, without giving rise to any

such dangerous consequences as the former prejudices of the profes-

sional mind would have led us to expect.

2. Instruments required.—The instruments necessary for opera-

tion are but few, and easily enumerated ; all that are required being

a scalpel or bistoury for making the incision and dividing the neck

of the tumour ; a trocar and canula, for evacuating any large cyst

;

a clamp, for securing the pedicle, such as I show you (Fig. 79), or

perhaps some acupressure-needles, instead—which would be of use

also for arresting the hemorrhage from any vessels that might be

divided in large adhesions—or you may prefer to use the artery-for-

ceps and ligature, or torsion • and, finally, a needle and iron wire

will be required for sewing up the wound.

3. Position of the Patient.—It has been the common custom to
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place the patient near the foot of a bed, the thighs separated, and

the feet supported by footstools, the surgeon sitting or standing

between the legs of the patient. But there are obvious disadvan-

tages in such a position. The surgeon is awkwardly placed, both

for operating, and for seeing and securing bleeding vessels. So are

the'assistants. It is also a fatiguing position for a patient—one in

which it is difficult to keep her covered ; and one in which fainting

is more likely to occur than in the recumbent position. The latter

isjniuch to be jjreferred. In hospitals the ordinary operating-table

answers very well ; but in private practice you are not likely to

find in many houses the sort of bed or couch which is altogether

suitable. You want a narrow table, which can be readily moved
;

and Mr. Spencer Wells tells me that he finds the table represented

in this drawing (Fig. 80) answer the purpose remarkably well. It

is a couch which he keeps in his consulting-room, and it is so made

that, by unscrewing the legs and folding up the frame, it can be

readily taken to a patient's house, as the old lying-in chair still is

in some parts of Europe. The pillows are so arranged that they

can be fixed at either end, so that they cannot slip oft', and there is

a movable tray beneath to hold the instruments. A woman is

represented as placed on the table, in the position Mr. Wells prefers

for ovariotomy. You will see that the table is brought to an angle

of about 45° to the window, so that the light falls well both for

operator and assistants. The gentleman who administers chloro-

form stands at the head of the bed. The operator is placed on the

right side of the patient. An assistant may stand to the left of the

operator, and tAvo or three on the opposite side of the patient, all

Fig. 79. Mr. Spencer Wells' clamp, for securing the pedicle of the tiimour in

cases of ovariotomy.
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seeing well. The contents of the cyst are carried by the tube tro-

car to the pail below. The patient is carefully protected from cold

by blankets folded round the feet and legs, and others round the

Kig. 80.

chest, her own night-dress being pushed up under her arms, to keep

it dry, so that there may be no necessity for changing it when she

is lifted from the couch to her warm, dry bed.

4. The Operation.—There are several stages in the operation,

each requiring our special attention. We begin with

a. The Incision.—The operation is begun by making an incision

with an ordinary scalpel or bistoury through the abdominal walls in

the line of the linea alba, from the region of the umbilicus, downwards

towards the pubes. Cases of ovariotomy were at one time divided into

two classes, called respbotiV-ely the operation by the short and by

the long incision, according- as this incision was small in extent, and

begun below the level of the umbilicus, or was much longer, and

stretched considerably above the umbilicus ; and the relative dan-

gers or advantages of the two modes of operation were at one time

warmly discussed. It was very generally believed, at first, that the

Fig. 80. Mr. Spencer Wells' operating table.
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smaller the opening in the abdominal parietes, the safer the operation

would be ; but further experience has shown that the greater liability

to peritonitis and displacement of the bowels which was supposed to

attend the operation by the long incision, is more than counter-

balanced by the greater liability to laceration of some of the tissues

and escape of the cystic contents into the j^eritoneal cavity, and by

the greater difficulties which present themselves in the course of the

operation by the short incision. So that now most operators seem

to prefer to open the abdomen freely, so as to be able more easily

to separate adhesions and bring out the tumour, believing, at the

same time, that the risk of peritonitis being set up is almost, if not

altogether, as great when an opening is made barely sufficient to

allow of the tumour being dragged through it. The incision is not

made at once through all the thickness of the wall, but only down
to the outer surface of the peritoneum, which is first punctured and

then divided in the rest of its extent by means of a probe-pointed

bistoury or a herniotomy-knife.

b. Evamation of Cyst or Cysts.—The tumour will be found press-

ing forward in the opening, and tending to bulge through it ; and if

there be one or more cysts of large size, it is well at once to tap

them, as by this means the bulk of the mass to be removed will be

much diminished. In this case, perhaps, there is no better instru-

ment for withdrawing the fluid than the trocar and canula I have

already shown and described to you, with an india-rubber tube

attached to it to carry away the fluid to a receptacle on the floor,

without exposing the patient's person and clothes to the discomfort

of being soaked by it in running off. Here, however, such an

effectual emptying of the cyst need not be insisted on, and therefore

the instrument I refer to may be used for the sake of the decided

advantages which it offers in other respects.

c. Separation of Adhesions.—The tumour thus diminished in size

is to be drawn out through the opening in the abdominal walls ; and

to be able to do so you will require sometimes to separate any adhe-

sions the tumour has contracted with the neighbouring organs.

These adhesions can usually be most safely separated with the

fingers or the handle of the scalpel. Sometimes, however, they are

too firm and of old standing, and require the use of the blade for

their division. Occasionally a vessel bleeds, or the inner surface

of the abdominal wall on the severance of some Avell-established

adhesion. In such a case you must endeavour at once to arrest the

hemoiThage, and I believe you will succeed in doing so with ease
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Fig. 81.

the wall and the short

and success by means of an acupressure-needle (see Fig. 83) en-

tered from the cutaneous surface, and passed through the thick-

ness of the abdominal wall till its point is seen at the side of the

injured vessel a line or two from the

bleeding orifice, when the needle is turned

straight across the artery, and pushed

back through the abdominal wall till its

point finally emerges in the cutaneous

surface, at a distance of one and a half or

two inches from its point of entrance.

The head and point of the needle will

thus remain exposed on the surface of the

abdomen (see Fig. 81, a a), while the

vessel on the inner surface will be com-

pressed between the resistant tissues of

bridge of the needle that lies exposed

^towards the peritoneal cavity (see Fig. 84, a).

^ d. The tumour, then, having been brought out through the

^WQund, you have next to proceed to cut across the pedicle, and use

some means to prevent the flow of blood from its divided blood-

vessels. And here, perhaps, we meet with the question of greatest

importance in connection with the operation. The earlier operators

used to tie the pedicle tightly at its narrowest part with a piece of

whip-cord, and then to divide it close to the tumour. But as it

sometimes happened that the cord lost its hold and slipped off the

cut extremity, thus giving rise to hemorrhage internally, this means

was speedily given up. Then, for a time, operators adopted the

plan of passing stout threads or pieces of thin cord through the

neck of the tumour at one or more points, and strangulating it in

the same way as we do when operating for the cure of internal piles,

or an erectile tumour of the skin by means of the ligature. By this

means it was found possible to control the hemorrhage most effect-

ually, and when the threads had been duly tightened, their ends were

brought out through the lower angle of the wound in the abdominal

parietes. But as these threads acted the part of irritant substances

in the peritoneal cavity, and lighted up in many cases inflammation

Fig. 81. Sketch showing the manner in which a blood-vessel may be secured

by means of an acupressure-needle, and the pedicle of the excised ovary may be

fixed against the abdominal wall, a a, the head and point of a small needle

securing a bleeding artery (see Fig. 84, a); h b', the head and point of a large

acupressure-needle fixing the stump of the ovarian tumour against the interior of

the abdominal wall (see Fig. 84, h); c c, the extremities of the incision.
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of this membrane ; and as the gangrenous and ulcerating stump of

the pedicle within the grasp of the ligatures was also a further

source of irritation and of danger, all who have thought much upon

the subject have felt anxious that some other means should be

devised by which these dangers might be avoided. Dr. Marion

Sims has proposed to substitute metallic ligatures for cord and other

organic ligatures for tying and securing the ovarian pedicle. He did

so under the hope that the metallic would prove less irritating than

the organic thread, and might be left lodged in situ. But the pedicle

on the free side of the ligature would be sure to die and slough, if

the ligature were drawn tight, whatever was its composition. Mr.

Spencer Wells, some time ago, suggested the division of the pec^^,.

by the icraseur—a plan which has been followed successfully

Atlee and Pope in America in some cases, but in others it h^Mm
afforded that complete immunity against hemorrhage which is^ii^ee^- 7'; X
sary for the safety of the operation. In London they now make use

in most cases of a clamp (see Fig. 82) such as I have already shown

Pig. 82.

you, which is screwed firmly across the pedicle, and after the tumour

has been cut away, the stump, tightly embraced by the clamp, is

brought out, and made to lie exposed on the surface of the abdomen

transversely to the line of incision. You might not be able at once

to conceive how the comparatively short stump of an ovarian tumour

could thus be brought and kept on the surface of the abdomen, with-

out producing an injurious straining on the organs and vessels with

which it is connected. But if you will only bear in mind that the

abdominal walls, so long and so much distended during the growth

Fig. 82. Sketch showing the manner in which the pedicle is secured with the

clamp, and the position in which the clamp and pedicle are kept when the opera-

tion is completed.— ( WdU.)
_
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of the ovarian tumour, must now remain collapsed and yielding after

that mass has been removed, like the loose and flaccid walls of the

abdomen after parturition, the difficulty will disappear. That a

certain degree of dragging, however, is still kept up—particularly

in cases where the pedicle or stump happens, as sometimes occurs,

to be very short—we can hardly doubt
;
and, although the clamp has

in a number of cases been found to answer well, yet its use is

attended with certain dangers and drawbacks, that render it still

desirable to find out some simpler means of arresting the flow of

blood from the cut ends of the vessels in the divided pedicle. I

believe that by the application of acupressure we may yet be able

to check the hemorrhage eff'ectually and more safely than by any of

the methods hitherto employed for the purpose. A needle, or

needles, such as I show you (Fig. 83), might, before the pedicle is

—
Fig. 83.

divided by the knife or 4craseur, be passed through the abdominal

wall, and through one margin of the pedicle from without ; and

after being made to cross nearly the whole breadth of the pedicle,

it could be made to pass through its other

margin, and then outwards again through

the abdominal wall, so as to compress the

pedicle between the exposed portion of the

needle and the abdominal parietes with a

degree of force sufficient to arrest the flow

of blood from its injured vessels (see Figs.

81, and 84, h). The pedicle being thus

pinned against the abdominal parietes in

the iliac fossa, there would be no dragging

or displacement of the pelvic organs, and

no danger of incarceration of the bowel, as has just happened in

one case in London, where the pedicle was fixed to the wound
;

and the risks attendant on the sloughing and ulceration of the

Fig. 83. Sketch of an acupressure-needle of small size.

Fig 84. Diagram of an impossible view of the inner smface of tlic anterior

abdominal wall, with the stem of a small acupressure-needle crossing a wounded

artery at a (see Fig. 81, a a!), and the stem of a longer needle passmg across the

stump of an excised ovary, and compressing it against the abdommal panetes at

b (see Fig. 81, 6 ft); c c, the extremities of the incision through the parietes
;
d,

the uterus ;
e, the rectum.
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stump would be avoided, for the acupressure-needle could be

removed after fifty or sixty hours, or perhaps even less—after the

vessels had become occluded, but before the pressure exerted by the

needle had been kept up for such a length of time as to produce

that ulceration which we know to be the necessary result of too

long-continued pressure on any portion of the animal frame. Should

the resistance offered by the abdominal walls not be found sufficient

to enable the single acupressure-needle to produce efficient compres-

sion, a second or third could be introduced either parallel with the

first, or each embracing only a limited portion of the pedicle, or

crossing the others as they enter and emerge from the pedicle.

If we can succeed in restraining the bleeding from the divided

neck of the tumour by some such means as this, we shall be able to

do away with some of the greatest sources of danger in connection

with the operation, and so to perform it with better hopes of

ultimate success.

e. Closing the Wound.—Having secured the pedicle of the tumour,

all you have now to do is to wipe the peritoneum thoroughly clean,

and then to proceed to close up the external wound. This you may
do either by means of needles like those used in the operation for

harelip, or, Avhat is equally efficacious, by means of simple metallic

stitches—either of silver or of iron. If you are oj^erating on a wealthy

patient, or on the happy inmate of some overflowingly wealthy insti-

tution, you may, perhaps, prefer to use the suture of silver, which

certainly has this superiority over the iron thread, that it is more

expensive. But usually, I believe, you will rather employ the iron

wire, which is at once cheaper and stronger, and as efficacious and

manageable. A variety of needles have already been invented for

stitching up wounds with metallic threads
;
but, however ingenious,

they are all quite superfluous, for the instrument that you will find

the most convenient and the best for sewing wounds with wire-

threads is the common needle in a fixed handle, generally spoken of

as a " tumour-needle," or " pile-needle," and constantly used for

passing ligatures through the base of hemorrhoidal and erectile

tumours which we desire to strangulate. By means of such a needle

with a considerable curve, you can easily take a deep hold of the

abdominal wall ; and in closing up wounds in the abdomen, it is

advisable always to pass the suture deeply, so as to keep the divided

margins of peritoneum in perfect contact. The needle is passed

unarmed through both sides of the wound—close down upon the

peritoneum, but without wounding it. I should say, however, that



508 OVARIOTOMY.

Mr. Spencer Wells is strongly in favour of carrying the sutures

through the peritoneum, as he thinks the cavity is then more effec-

tually protected from the pus and secretions of the wound. When
the point has protruded through the further side, the end of the

wire is passed to the distance of half-an-inch or so through the ey-e

of the needle, which, as you know, is situated near its point ; and

when the needle thus armed is withdrawn, it leaves in its track the

wire-suture, which may then be twisted or tied across the line of

incision, and which need not be removed till the whole wound has

completely united.

5. The After-treatment.—When the operation has been completed,

the patient is put back to bed, and kept thoroughly clean, quiet, and

undisturbed. No special kind of dressing is required for the wound

;

and, indeed, you will find it best to keep it altogether undressed, and

merely protected by means of an arched frame placed over the

patient's body. Only m cases where the clamp is made use of, and

the sloughing stump of the pedicle is brought to the surface of the

abdomen, it is sometimes found necessary to apply a poultice of

charcoal, or some other disinfectant, to counteract the disagreeable

odour arising from the putrescent discharges. I would further en-

join on you the propriety of keeping the patient under the influence

of ojiium, with the double view of dispelling the pain and depression

which almost necessarily succeed such an operation, and of checking,

in some degree, the action of the bowels—an indication of paramount

importance, when we remember how essential it is to the ultimate

success of the operation to have all the parts concerned kept for

some days at most perfect rest. At the same time the patient may
be allowed to partake freely of ice, which is useful at once in coun-

teracting the sickening effects of the operation, and of the opium,

and in moderating the feverishness to which she is inclined, Wliere

there is a tendency to sinking, the patient must have an allowance

of wine or brandy. Peritonitis not unfrequently springs up
;
and,

of course, you must be prepared to meet it, and to treat it by all

appropriate measures. We may sometimes expect also to meet

with other

Results of the Operation.

I have already spoken at sufficient length of the degree of mor-

tality attendant on the operation ; but I have said nothing as to the

ordinary sources of danger. These are, however, so obvious, that I

need not do more than name them now. Thus, for example, many
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patients die exhausted, from the shock of the operation. Sometimes

hemorrhage occurs from some of tlie pelvic vessels, which it is found

impossible to control. A case occurred lately in London where

hemorrhage nearly proved fatal, which was found to be proceeding

from an injured vein in the pelvis ; and I have known a patient

dying some hours after the operation, where there can be little doubt

that the fatal issue was mainly due to the immense C[uantity of blood

lost from a wound in some of these veins, which it was impossible to

trace out and close. Fatal hemorrhage, of a secondary nature,

sometimes, though rarely, occurs from the vessels in the stump, and

carries off the patient. Perhaps the most frequent cause of death in

connection with the operation is peritonitis. Occasionally patients

survive all the more immediate perils of the operation, to be wasted

away and finally to succiimb under the effects of prolonged discharges

and chronic inflammations. But sometimes, also, we have the

hajipiness of seeing patients survive all the dangers of the operation

—both immediate and more remote—restored to the active duties of

life and the full enjoyment of perfect health, and some of them even

giving birth to families afterwards.
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LECTURE XXXIII.

ON CRANIOCLASM :

MODES OF DELIVERY IN OBSTRUCTED LABOUR.

Gentlebien—I propose to devote the lecture of to-day to the con-

sideration of a subject rather out of our ordinary course of gynae-

cological instruction, and appertaining more to the purely obstetric

department of our course— viz. Cranioclasm. Under this term

(derived from xgaflov, the skull ; and -/.XaM, to break in pieces) I would

have you to comprehend a new kind of operation, which may with

great advantage, in my opinion, be substituted in place of cranio-

tomy and cephalotripsy, in those rare cases of parturition in which

we deem it necessary to have recourse to some means of diminishing

the foetal head, with the view of terminating with safety to the

mother labours which appear otherwise impracticable. And I make

the proposal with much confidence, believing as I do, that, when

put in practice, this new operation will be found to be at once more

safe for the patient, and more easy for the practitioner, than either

of those two dangerous forms of operative procedure which it is

intended to supplant and supersede.

In order to enable you to understand aright the nature of the

operation, and the class of cases requiring its performance, you must

first allow me to state, by way of introduction, that you will find

occurring, in the course of your obstetric practice, cases—not very

often perhaps, yet with such frequency as to render it incumbent

upon you to be prepared to meet them—cases where there exists

such a disproportion between the size of the child that has to be

expelled and the capacity of the pehdc canals tlirough which it has

to pass, that the unaided efforts of nature will prove insufiicient to

complete the parturient process. Or even in the course of a labour

where all the elements seem normal, and the adaptation between the

maternal passages and the body passing seems just and accurate,

complications of such a clamant character may spring up as to com-

pel you to have recourse to immediate delivery if you would wish to
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save your patient's life. It is chiefly, however, of the former class

of obstructed labours that I have now to speak—those, viz., where

either the foetal head is so large, or the maternal canals so contracted,

as to preclude the possibility of nature being able to terminate safely

the labour by her own unaided efforts. There are various opera-

tions to which we may have recourse in order to procure the arti-

ficial delivery of the child in this class of cases. Thus we may
sometimes effect delivery by means of

1. Tlie Forceps.—From the earliest times in which midwifery was

practised, accoucheurs must often have felt the desirability of being

able to seize the head of the child between the hands in order to

hasten its progress in cases of difficult and tedious parturition.

But the human hands are too thick and large to be thus used as the

means of seizing and extracting the foetal head when it is arrested

in the maternal passages. In order to get over this difficulty we
use the forceps,—which are in reality nothing else than a pair of

iron hands,—thinner and slimmer than our own, and thus capable

of being pushed past the foetal head so as to embrace and catch it.

This instrument, first made and used by the Chamberlens in this

country, and afterwards modified and improved by various obstetri-

cians, is in constant use, and enables us to effect a speedy delivery

with safety to both the child and mother in a multitude of cases

where the unaided efforts of nature might prove more dangerous,

or might fail entirely to complete the process of parturition. In

British midwifery some practitioners have ventured to suggest that

while it is quite proper to extract the foetal head, when it is low

down in the pelvis, with the forceps, it is improper to extract with

them the foetal head when it is arrested high up in the pelvis. In

other words, these practitioners employ, and never hesitate to

employ, the so-called short forceps, but they do not employ the long

forceps. Certainly this doctrine is utterly untenable. No foreign

accoucheur indulges in similar prejudices. Indeed, abroad they use

alone, as we shall see in another part of the course, a long pair of

forceps. And I believe that it would indeed be best for you and

for all of us only to use one pair of forceps, viz. a long pair, for

seizing the head both when it is situated either high or low in the

pelvis. A single pair of forceps would save the bulk of the obstetric

armamentarium ; and when accustomed to use one pair for all cases,

you will betimes assuredly come to use that pair more easily for

yourself, and more safely for your patient, than if you employ one

kind of forceps for one description of cases, and a second pair for
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another description of cases. The simplification of our instruments

always adds both to their safety and their success in practice.

2. Turning.—Another operative procedure, by means of which

we may often succeed in effecting a safe and easy delivery in cases

where the foetal head is high up in the pelvis, or not yet entered

the brim, and when Nature is found incompetent to the task, is

that known as podalic version. The principle of this operation

depends on the circumstance that the podalic extremity of the child

is the smaller. It thus passes easily through a pelvis where the

larger cephalic extremity would pass only with the greatest diffi-

culty. Besides, when the lower extremities and body of the child

are first extracted, they serve to distend the maternal passages to

some extent, and to prepare them for the transit of the larger and

partially compressible head. For when we examine the foetal head

itself, with a view to discover how it can most readily pass through

a contracted orifice, we find that the hard unyielding base of the

cranium is the narrowest part, and that if this be first dragged

through, a degree of compression, quite compatible with the safety

and life of the child, may be exerted on the wider vault of the

cranium sufficient to permit of its transit also. When the vertex,

on the other hand, presents, the widest part of the skull and of the

whole foetus is at once attempted to be forced through an opening

Avith diameters smaller than that of the skull itself, and in a posi-

tion in which compression and a safe degree of diminution in the

size of the foetal head cannot be eff'ected. In short, the whole child

represents a wedge or cone, the apex or narrowest part of which is

represented by the feet ; and the skull represents another wedge or

cone, of which the narrowest part is the base. And you know that

when we wish to make a conical body that is slightly compressible

at its broadest end or base, pass through an orifice or canal that is

slightly smaller than this base, we effect our object most readily

—

not by attempting to force in the base or broadest part of the cone

first, but by introducing the narrow portion through the opening, and

then dragging the rest of the body through. What we do, then, in

performing this operation of turning, is to interfere with the futile

attempt of Nature to force the child through a contracted canal in

pushing the head first, by turning it ; so that the feet are first

brought down, and then using these as media by which we may
afterwards pull through the partially compressible head of the

infant.

3. Craniotomy.—By the use of the forceps, and by means of
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turning, we can bring many children into the world alive that would

have inevitably perished had their birth not been hastened by the

aids and appliances of art. But there ai'e cases ever and anon

occurring where the foetal head is too large, or the maternal pass-

ages are too small, or the uterus is too rigidly contracted to admit

of the delivery of the child alive witliout bringing the life of the

mother into the most imminent danger. In such instances we can

still save the mother's life by sacrificing that of her progeny. For

by opening the head of the infant by means of perforating instru-

ments, we can remove the contents of the cranium, and then break

down the vault of the skull itself, and bring away the fragments

piecemeal, until only the base of the cranium and the bones of the

face remain to be extracted by means of crotchets and other instru-

ments. This frightful operation has been recommended and had

recourse to, alike in cases where the child was living, and where it

was dead ; and is that usually spoken of as the operation of cranio-

tomy. I shall have something more to say of it anon.

4. Cephahtr'qjsy.—About a quarter of a century ago, an instru-

ment was invented by the younger Baudelocque, Avliich was intended

to supersede all those instruments by means of which craniotomy is

performed, and it has been much countenanced by almost all the

leading continental obstetricians. This formidable instrument is

called the ceplialotribe, and is used for crushing and diminishing^

not the presenting portion of the head only, but all the bones of the

head and face as well. At first, this instrument was used alone for

all the purposes of diminution and extraction ; but now a preliminaiy

perforation of the head, as in the ordinary operation for craniotomy,

is always, I believe, first effected. The operation of cephalotripsy is,

I repeat, very frequently performed abroad, and I have in my
museum now an instrument which Professor Scanzoni, of Wurzburg,

has himself used in ten or a dozen instances of obstructed labour.

5. Cmarean and SigauUicm Operations.—Where no amount of

diminution in the size of the infant would suffice for the extraction

of it with safety to the mother, accoucheurs sometimes— but fortu-

nately very, very rarely— try to save the infant's life by having

recourse to one or other of these two operations, operations by which,

however, the mother's life is almost inevitably sacrificed. We may
either make an incision into the abdominal and uterine walls, and

bring the child out through that opening ; or we may divide the

pelvis at the symphysis pubis, and by sejiarating the two sides of the

bony pelvis in this way in front, we may produce a dilatation of the

VOL. in. 2 L
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passages sufficient to allow of the transit of the child. A mighty

improvement on all of these forms of operation is

6. The Induction of Premature Labour.—By bringing on labour

at a period in utero-gestation when the child is still small enough

in bulk, and its head compressible enough in construction, to pass

safely through a contracted pelvis, although sufficiently developed

to be able to maintain an independent extra-uterine existence, we

can obviate nearly all the risks to which both mother and child

are exposed in all of the operative procedures of which I have been

speaking. This operation, which represents, perhaps, the greatest

improvement that has ever been made in the practice of Midwifery,

was first suggested and performed in England about the middle of

the last century ; and when we know beforehand of the existence of

some degree of deformity in the pelvis likely to impede the birth of

a full-grown foetus, there is no safer, or speedier, or more satisfac-

tory Avay of solving the problem as to how the dangers of delivery

in such a case are to be avoided, than by bringing on labour four,

six, or eight weeks before the normal period of parturition, by

simply separating, to some extent, the decidual membranes from the

interior of the body of the uterus.

When the choice of one or other of these operations lies plainly

before us, there are few practitioners, I believe, who would not at

once prefer to adopt one of those forms by Avhich the child may be

born with a prospect of safety both to itself and its parent, instead

of having recourse to one by which the life of the mother or the

child must inevitably be sacrificed. But there are some practitioners

who would go even farther than this. It has lately been main-

tained in London by Dr. Tyler Smith, one of the most eminent and

philosophic accoucheurs of the present day, that the operations of

craniotomy, and its congener cephalotripsy, ought to be condemned

by obstetricians, discarded altogether from obstetrical practice, and

never had recourse to under any circumstances. He holds that in

all those -cases where we have been in the habit of performing cra-

niotomy, the difficulty might have been got over by the employment

of some of the other and safer forms of operative procedure to

which I have just referred. I should be glad to think that my able

friend was justified in maintaining such a strong opinion ; for the

operation of craniotomy, when performed, as I fear it too often is,

without due care and consideration, is truly a terrible and revolting

one. No practitioner would dare, five minutes after a child was born

into the world, to drive an iron instrument into its skull, break up
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the contents of the encephaloid, and thns deliberately mutilate and

murder it. We may fairly inquire, therefore, Under what circum-

stances are we justified—or are there any circumstances which would

justify us— in daring to perforin such a deadly and destructive

operation as craniotomy on an infant five minutes before its birth 1

There may be cases of such a kind that recourse to this operation

aff"ords us the only means of escape from a painful and perplexing

dilemma. But I greatly fear that recourse has been had to it in

these islands far, far more frequently than the exigencies of prac-

tice have warranted. Mark the contrast : how carefully our laws

guard against the possible unnecessary destruction of human life

under all circumstances, and yet how carelessly our obstetric laws

guard against the destruction of the life of the fcetus during birth.

If a man is evidently guilty of the most dreadful crimes, yet before

he is condemned and executed, witnesses are allowed to be called in

his defence ; 1)arristers are allowed to plead for him
;

juries and

judges sit for hours or days hearing and balancing all the evidence

for and against him. Yet the child, immediately before birth, has

often been sacrificed and destroyed by craniotomy, with little or no

examination as to the absolute necessity of the act—the attendant

practitioner acting in the multiple capacity of witness, barrister,

jury, judge, ay, and of executioner too. Murder, ante partum, is

tlms often performed by one man on his own undivided responsibility,

where, I fear, the infliction of any form of injury on the foetus is

altogether unwarrantable. Nay, more : so callous and case-hardened

have obstetricians occasionally become in regard to this dreadful

and deadly operation, that they do not scruple to avow that they

have recourse to craniotomy in cases where other men would have

safely delivered the child by other and safer means. In Dublin, for

example, the operation was in former times performed with fearful

frequency. Some obstetric schools have been much more in favour

of craniotomy than others
;

for, unfortunately, obstetric, like other

practices, are apt to become localised. The practice of our obstet-

ric brethren in the Irish metropolis has been much improved in

this respect, although up to a recent enough period it certainly was

not. Dr. Collins, indeed, avers that the introduction of the stetho-

scope into obstetric practice, as a means of diagnosis as to the life

or death of the child, has had a great effect in reducing the propor-

tion of cases in which resort was had to the operation of craniotomy

in the great Lying-in Hospital of Dublin. But Dr. Collins' own

statistics of the practice of the hosjiital show that the diminution in
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tlie number of craniotomy cases consequent on the introduction of

the stethoscope was, after all, but very trifling. For if we compare

the relative proportion of forceps and craniotomy cases occurring in

that institution during the seven years of Dr. Collins' mastership

—

when the stethoscope was in full use—with the proportion of the

same kinds of cases that occurred during the mastership of his father-

in-law, Dr. Clarke—ere yet the stethoscope had been applied to

obstetric purposes—we obtain a result which you will most easily

comprehend and appreciate, if I present it to you in a tabulated form,

thus :

—

Forceps. Craniotomy.

Dr. Clarke . . 1 in 718 eases 1 in 208 cases.

Dr. Collins . . 1 in 617 1 in 211 ,,

Thus the relative frequency with which the two forms of operation

were performed during the respective seven years of the two mas-

terships is seen to be so nearly equal, that it would appear as if the

introduction of the stethoscope, and the knowledge which it enables

us to obtain as to the vital condition of the infant, had, for a time

at least, little or no influence whatever in modifying the practice of

the Dublin hospital physicians, and changing the actual relative

proportion of cases in which they used respectively craniotomy and

the forceps as their means of instrumental delivery. In Dublin,

formerly, they used, in difficult or obstructed labours, craniotomy

nearly three times as frequently as they used the forceps. In most

other hospitals, the forceps are used greatly more frequently than

craniotomy. Formerly, in the Dublin Hospital, and also some

private Scottish and English practitioners did not use the forceps,

except in cases where the head was detained low down in the pelvic

canal, using craniotomy whenever the head was arrested high up.

In those cases which we find so frequently occurring in practice,

where the head is fixed high up in or even above the brim, they will

not apply the forceps, nor will they turn the child, from a most

erroneous notion that either of these operations, although it gives

the child an almost certain chance of life, is more likely to prove

injurious to the mother than the operation of craniotomy. But ac-

cording to Dr. Churchill's elaborate and valuable statistics, after

craniotomy the maternal mortality is three or four times greater than

that which follows the use of the forceps. I was told by an esteemed

friend and eminent accoucheur in Dublin, that when a student, he

was present at a lecture when a gentleman took up a pair of forceps

in one hand, and the craniotomy instruments in the other, and
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called upon his students to witness what an easy operation cranio-

tomy was, as compared to the difficult jirocess of extracting a child

by means of an instrument so formidable as the forcej^s ! Not in

Ireland only, however, but in our own country, and in England as

well, craniotomy has hitherto, I believe, been far too frequently and

unnecessarily performed ; and Dr. Tyler Smith, in my opinion,

does a great service to humanity in pointing out its dangers, and in

reminding us by what other means we may effect a safe delivery

instead.

But much as I deprecate the too frequent or unnecessary destruc-

tion of the life of the child as a means of terminating a difficult

labour
;
and, much as I detest the performance of such an operation,

I cannot concur with Dr. Smith in his unconditional and uncompro-

mising condemnation of the operation ; nur can I think it aught

else than a fond Utopian dream to suppose that craniotomy in every

form may be for ever deleted from the list of obstetrical operations.

I should hold myself guilty of foeticide were I to destroy the life of

a child in utero by breaking down its skull, with a view to facilitate

its delivery, if I believed that that child could be extracted alive by

any form of operation that afforded an equal hope of safety to the

mother, as by the forceps or by turning. But experience has taught

me, as it has taught others, that cases may, and do, sometimes, how-

ever seldom, come before us, where we are shut up to the performance

of this operation ; and in order that you may be made fully alive

to the importance and necessity of acquainting yourselves with all

the details of it, you must allow me now briefly to indicate to you

some of the cases and conditions in which you may be called upon

to have recourse, however unwillingly, to the operation of cranio-

tomy, or its substitute, cranioclasm.

Conditions justifying the operative Diminution of the

FcETAL Head.

I. JVhen the Child is. Dead.

You may be called to deliver a patient in whom obstructed

labour has been going on for so many hours that the child has at

length succumbed under the contractile efforts made by the uterus

for its expulsion, or the obstetric procedures that have been put in

practice for its extraction ; and in such a case it may be both

easier for you, and safer for your patient, to break down the skull

of the already dead infant than to persevere in attempting to effect
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delivery by any other operative measures. In obstructed and pro-

tracted labours the child in a large number of cases dies betimes

under the compression of the head, body, and cord, to whicli it is

subjected. During the seven years that Dr. Collins was Physician

to the Dublin Lying-in Hospital, 1 in every 3 of the children was

born dead among the mothers whose labours were prolonged from

25 to 36 hours ; 1 in every 2 when the labour was from 37 to 48

hours in duration. Out of 32 children born in Tabours extended

from 47 to 60 hours, 21 were dead, or 2 in every 3 ; and out of 15

labours allowed to run on beyond 60 hours, 11 were born dead, or

4 out of every 5—a dreadful rate of infantile mortality from pro-

tracted parturition. Let me, however, remark in passing, the

maternal danger and mortality increase also with the increased

duration of the labour with frightful rapidity, when the subject is

examined on the large scale. Among the 130 cases of labour pro-

tracted beyond 36 hours, which occurred during Dr. Collins' master-

ship, 24, or 1 in every 6, of the mothers died. But, I repeat,

supposing you found in an obstructed labour that the child was

already dead, the question as to the proper line of practice to be

pursued then, resolves itself simply into this : By what means can

the labour be terminated most speedily and safely 1 Craniotomy,

-indeed, as it has usually been performed hitherto, is by no means

always a very expeditious operation ; and statistics abundantly show

that it is far from being a safe one—particularly when too great

delay has been allowed to occur before its performance. In fact,

the danger to the mother attendant upon craniotomy, is, like the

danger attendant upon delivery by the forceps and turning, and

—

to speak in more generalised terms— like the danger attendant

upon all tedious labours, regulated in a great measure by the pre-

vious degree of duration of the process of parturition. Among 76

cases of craniotomy performed by Dr. Collins when the labour at

the lime of operative delivery Avas under 24 hours, only 1 out of

1 9 mothers died ; when the previous duration of the labour varied

from 24 to 48 hours, craniotomy proved fatal to the mothers in 1

out of every 8 ; but when the labour had been prolonged already

beyond 48 hours, it was fatal in 1 out of every 3 cases. But the

oi)eration of cranioclasm, which I venture to propose to substitute

for it, will be found, I believe, in many cases where the child is

already dead, to be at once more simple in its performance for the

practitioner and more safe for the patient than extraction either by

means of turning or of the long forceps.
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II. IVhere the Long Forceps have been tried and have failed.

You may meet Avitli cases in practice where the head of the child

is so large or so strongly ossified, or where the brim, cavity, or out-

let of the pelvis is so contracted that you could not succeed in

dragging the former through the latter by means of the long forceps

with any reasonable degree of force. I say reasonable, because in

such a case you might possibly succeed in effecting the extraction of

the head, but only by exerting such an amount of force as would

dangerously damage and destroy the soft parts of the maternal

passages, and almost inevitably cause the death of the infant by

compression of the brain. In such a case it will be your duty to

spare the mother the dangers of such a perilous forceps operation

—

even although the life of the child be sacrificed by art, a few hours

before it would perish inevitably, and with greatly increased danger

to the mother, under the prolonged struggles of nature—by having

recourse to the operative reduction of the child's head, provided

always that it be a case

III. Where Turning is impossible.

In many cases where it would be dangerous to the mother to

effect the delivery of a living child by the use of forceps, you may
attain your object by having recourse to the operation of version

—

as has been abundantly proved by the results of experience. The

comparative facility and safety, indeed, of version, as contrasted with

craniotomy, form one of the grand arguments on which the j^roposal

to abridge or even abolish this latter operation from practice has

been founded. But all cases of labour, obstructed from defective

pelvic space, ai'e not, of course, adapted for turning. The graver

varieties of pelvic deformity arising from malacosteon and rickets,

and, indeed, all other morbid contractions of the pelvic canal in

which any of the diameters are diminished beyond 2
J-

or 2| inches,

forbid all idea of the operative delivery of a living child at the full

time either by turning or by the forceps. Where the contraction is

placed at the outlet, as in funnel-shaped pelves, you can only try the

forceps
;
you must not dream of having recourse to turning ; for the

operation of version is only to be thought of in those cases of

obstructed labour where the head is lodged above, or in, the brim

of the pelvis, in consec{uence of some morbid contraction of that

brim, and does not apply to cases where the head has already quite

passed down into the pelvic cavity. All morbid contractions, how-
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ever, of the brim are not suited for extraction by turning. If the

pelvic brim be absolutely small in all its dimensions, and all its

diameters are consequently shorter than natural—if, in other words,

the pelvic brim and perhaps the whole pelvis is of the form and

type usually described as the "j^fZv/s cequabiliter judo minor"—any

attempt at delivery by turning is utterly contra-indicated and for-

bidden, and will fail ; and so probably will the long forceps also.

The same remark probably equally applies to the ovate or oblique

types of pelvic deformity. In fact, the kind of contracted brim

chiefly justifying and indicating turning—(and it is certainly by far

the most common kind of deformed brim met with in practice)—is

that in which its conjugate diameter is diminished half-an-inch, an

inch, of even more, by the projection forward of the promontory of

the sacrum behind, or by the flattening and twisting of the pubic

bones in front ; while the opposite or transverse diameters remain

unaffected, or even, as sometimes happens, are increased in length.

But again, all cases of labour obstructed from slight or considerable

projection forward of the promontory of the sacrum are not adapted

for delivery by turning. For, unfortunately, rare cases do from time

to time occur where it is impossible to turn the child at all, or

where the operation can only be persevered in at the imminent risk

of rupturing or lacerating the interior of the uterus, or otherwise

injuring the maternal structures. In the cases I refer to, labour

has usually been going on for a lengthened period before the arrival

of the practitioner, the liquor amnii has been long discharged, and

the uterus is contracted so firmly and adapted so accurately around

the fcetus, that the simple introduction of the hand into the cavity

of that organ is not unattended with difficulty and danger. Even

in the deepest sleep induced by chloroform, this state of persistent

tonic contraction of the uterine walls still occasionally, though

fortunately very seldom, presents an obstacle to the operation of

turning ; and in such rare cases you afford your patient the best and

almost the only chance of safety by diminishing the size of the foetal

head, so as to permit of its passage through the brim. You may

tell me that the difficulties in such cases should be met by the

induction rather of premature labour. But there are certain cases

IV. Where there has been no Opportunity of mlucing

Premature Labour.

No practitioner of the present day, who is consulted by a

pregnant patient with a pelvis so contracted as to render the
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parturition of a full-developed foetus a matter of danger and diffi-

culty, would hesitate, I should hope, to induce premature labour at

an appropriate period ; rather than allow that patient to carry her

child to the full time, and then deliver her by such an operation as

that of craniotomy, or even by the forceps, or turning. But in

practice it sometimes happens that we may be prevented from doing

what is right, and the responsibility of the matter is taken out of

our hands

—

1st. Because of the Objections and Obstructmis imt liy Patients to

the Operation.—It may seem almost incredible, but it is nevertheless

most true, that there are many persons—more particularly in the

lower classes of society—who have an insuperable though absurd

objection to any kind of interference with what they consider to be

the course of natui'e. So strong is this pernicious prejudice, that

you will sometimes meet with a patient, particularly in hospital and

disj^ensary practice, who has been once or oftener subjected to all

the pains and all the perils of a deadly form of instrumental deli-

very, choosing rather to run these same risks over again than to

allow you to save her child and spare herself much unnecessary

suffering and sorrow by bringing on labour tAvo, three, or more

weeks before the normal period of parturition. In such a case you

may have no alternative, when the full term of utero-gestation is

accomplished, but be obliged to deliver the child by reducing arti-

ficially the size of its head at the time of parturition. Again, we

may have no opportunity of inducing premature labour

—

2d. Because it is the Patient's First Confinement.—When we

have once found it necessary to have recourse to craniotomy in any

female, we may save her the dangers of that operation when she

again becomes pregnant by bringing on her second labour some

weeks before the full term of utero-gestation. But when we are

called to deliver such a patient in her first confinement, matters are

already too far advanced, and from our having had no means of

knowing beforehand of the existence of any preternatural smallness,

contraction, or deformity in the pelvis, we have lost the opportunity

of affording her the happier and safer chances offered by this form

of operation, and may now have no resource but the more fiital

and formidable operation of craniotomy.

Under these circumstances, then, and in cases such as these,

where no opportunity has been afforded us of inducing premature

labour, and where it is found impossible to deliver the child by

turning, or with the long forceps, we may occasionally find ourselves
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obliged to have recourse to the alternative measure of diminishing

the size of the fojtal head. This operation, I again repeat, you will

very rarely be justified in performing on a living child ; nor will

you have occasion to perforai it very frequently when the child is

dead
;
although you will then have less hesitation in adopting it.

If it must and ought to be performed, the question comes to be. By
what means can we reduce the size of the foetal head with the best

hope for the mother of a safe and speedy delivery 1 In most of the

leading continental medical schools it seems to be the fashion at

present to deliver in such cases by the operation of

Cephalotripsy.

This operation is effected by means of the cephalotribe, some of

the forms of which I have already shown you. All of them, even

the smallest and simplest, are open to the objection of being instru-

ments which are excessively cumbersome, complex, and by no means

easy of application. In a pelvis with small diameters, the difiiculty

of introducing such large thick blades by the sides of the head must

be very great ; and when they are at length properly adjusted, the

effect of their approximation by the appended screws or clamps will

be the lateral compression of the foetal head in the transverse direc-

tion where diminution is least required, and the consequent pressure

and distension of it in the other direction, the conjugate—that

diameter which, as being the diameter most generally contracted,

admits less perfectly and less safely than any other of such disten-

sion and pressure. It has been argued that the head, when com-

pressed by the cephalotribe, should and does elongate principally

downwards between the blades of the instrument ; and no doubt

such is the fact. But this result is only attained as a secondary and

indirect consequence of the mechanical compression and flattening

out of the head and face of the child in the conjugate diameter not

being admissible on account of the contraction of that diameter ; and

the soft tissues lining that diameter are necessarily crushed and com-

pressed to produce this downward elongation of the foetal cranium.

In experiments with cephalotripsy on the dead child, and deformed

bony pelvis, I have seen the head, when flattened by the cephalo-

tribe, project to such a degree over the symphysis pubis in the con-

tracted conjugate diameter, as to render its traction downwards

almost a matter of impossibility. These circumstances have made

the broken ends of the compressed bones project through the scalp,

and injure the soft parts of the mother ; but more frequently they
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have made the instrument sli^) when, after crushing the head, it

was used as a tractor or crochet to drag the compressed head

through the contracted brim. I attempted, in one case of deformed

brim in the living subject, to perform cephalotripsy by means of

Kilian's cephalotribe (see Fig. 85), and I hardly think it likely that

Fig. 85.

I shall ever be induced again to tiy it ;
for, after having applied

the instrument— not without considerable difficulty—and com-

pressed the fo3tal head, when I came to use tractile force, the cepha-

lotribe lost its hold and slipped off the head, so that I had to

terminate the labour by means of the old operation of

Fig. 8.5. Kilian's ceplialotribe, sliown as applied to the fcetal head in a pelvis

<?ontracted at the brim.—(From Kilian's Obstetrical'Atlas.)
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Craniotomy.

This operation is usually divided into three stages of— 1, Perfora-

tion ; 2. Reduction or removal of some part of the cranial bones
;

and 3, Extraction. In performing craniotomy as it has been hitherto

effected, the accoucheur, after opening the skull and breaking down

the brain by means of the perforator, proceeded to remove the bones

composing the vault of the cranium by means of different kinds of

forceps, etc., diminishing the osseous arch of the head to a greater

or less degree, according to the greater or less degree of pelvic

deformity and contraction. In this way, in slighter cases merely a

large perforation was deemed necessary ; while in graver cases, the

greater portion of the superior parts of the parietal, occipital, and

frontal bones, entering into the composition of the arch of the skull,

were successively broken down and removed, till sometimes little

more than the base of the skull remained. In effecting this part of

the operation the greatest care had to be taken to guard the mater-

nal passages against the danger of being scratched and lacerated by

the spiculse and sharp corners of the bony fragments during their

removal ; and it was not always found easy to keep the scalp so

intact as to enable it completely to cover and protect the remainder

of the roughened cranial bones during the extraction of the foetal

head. This extraction too, which was effected by means of open

hooks or crotchets fixed in the foramen magnum, the orbits, or any

other part where they could catch a hold, or by means of various

kinds of forceps or guarded crotchets with toothed and furrowed

blades, was occasionally itself an operation of no little difficulty.

For, after all, it was only, at best, the most compressible part of the

head that had been broken down and removed—viz. the vault or

arch of the cranium—and there still remained the hard, solid, un-

yieldmg, and undiminished base to be dragged by main force through

the contracted maternal passages. I hold in my hand a preparation

which my predecessor, Dr. Hamilton, used to exhibit to his class as

a trophy of one of his most trying oj^erative efforts. (See Fig. 86.)

It is the base of a foetal skull, the vault of which he had entirely

broken down and taken away—even to the roof of the orbits in

front, and the occipital protuberance behind
;
but, as you can per-

ceive, the whole extent of the firm, dense, incompressible base still

remains totally unreduced in size. Dr. Hamilton used to relate

here most circumstantially, what he has published in his Practical

Observations on Micboifery, that the extraction of this fcetal head
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kept him at work for four weary hours ; and when at length the

operation was completed, and the woman fairly delivered, he was so

exhausted that he—the operator—had to be wrapped up in blankets.

rv
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Fig. 86.

and carried home in a sedan-chair. If the operator was so

fatigued, judge of the chances for a happy recovery of the poor

woman who was subjected to this ordeal, without even that amount

of relief which now-a-days chloroform enables us to afford to our

more fortunate patients. Instead of having recourse to this pro-

longed and perilous process in difficult cases for the perforation and

extraction of the child, I believe we will in most instances where we

reduce the child's liead—whether the obstruction be slight or great

—succeed in effecting our object moi'e easily and safely by means

of the simpler and shorter operation which I have proposed to

designate

Cranioclasm.

As in the case of craniotomy, so in the case of cranioclasm, the

operation may be divided into three stages—viz. 1, Perforation of

the head
; 2, Comminution of the bones of the skull ; and 3, Ex-

traction of the head and body of the child. The necessary armamen-

Fig. 86. Sketch of tlie base of a fcotal .skull reduced in the operation of cranio-

tomy by Dr. Hamilton. The drawing is one-half the size of the jirejiaration,

which is represented as seen froni below, a, foramen magnum
;

b, occipital pro-

tuberance ; c c, temporal bone
;

d, hard palate.
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tarium for attaining these objects is but very limited; and the
greater the diminution that we can thus effect in the number of our
obstetrical instruments the better. All that is required is, 1st, a
Perforator (see Fig. 87), to open the head ; and 2d, a Cranioclast (see

Fig. 88), to break down the skull and extract the head through the
pelvis.

Mode of Operating.

1. Perforation of the Head—This constitutes the first stage of

the operation, and may be effected in the same manner, according

to the same rules, and by means of the

same instrument, which have hitherto

been adopted in the old operation of

craniotomy. I show you the perforator

which I have been in the Iiabit of using

and recommending for many years past.

It was first made in Edinburgh, now some

sixteen or eighteen years ago. It presents

this advantage over all the modifications

of Smellie's perforator, that the blades of

the instrument can be separated by the

simple approximation of the handles ; and

as this can be effected with one hand
while the other hand guides and guards

the point of the instrument, every kind of

assistance from another practitioner, or

from the nurse, can be dispensed with. As

compared with Naegele's perforator, of

which it is a modification, it has, you wiU observe, this improve-

ment—that the ends of the handles are kept apart during the intro-

duction of the point through the skull by means of a hinged bar,

which allows of the easy approximation of the handles, and conse-

quent separation of the blades, without rendering it necessary for

the operator to stop, after the instrument has pierced the skull, to

unclasp the straight, solid bar which, in Naegele's instrument, is

used to keep asunder the extremities of the handles. In addition to

this change in the bar, I have usually had this perforator made in

its cutting edges or sides so as to leave an angled indentation at

the base of each of these sides. These lateral indentations tend to

prevent the point and edges slipping out of the skull when the

Fig. 87. The Perforator. Fig. 88. The Cranioclast.

Fig. 87
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instrument is opened, an accident which has sometimes happened

under the use of the common form of perforator, or perforating

scissors. So far, however, as the mere perforation is concerned,

there is no real difference between craniotomy and cranioclasm. It

is in the performance of the second part of the two operations that

the essential distinction lies—in the manner, namely, in which we

seek to effect the comminution of the bones of the skull.

After that first step—perforation—has been tlioroughy accom-

plished in the way described, the next stage in the operation is

2. The Comminution of the Bones of the Skull.—In the ordinary

operation of craniotomy, the diminution in the size of the head is

effected by means of various kinds of forceps, scissors, osteotomists,

etc., which are passed between the scalp and the bone, and used for

breaking down the latter and removing the fragments piece by piece,

while the vaginal passages of the mother are as carefully as possible

protected from injury by the passage along them of the ragged and

broken bones. In reducing and comminuting the bones of the

cranium, the cranioclast acts in quite a different way. The cranio-

clast is of the usual length and weight of the guarded craniotomy

forceps employed in British practice, being about thirteen inches

long,—five and a half inches from the tip to the middle of the

button-joint ; its outer blade at its broadest point, one inch, and

its inner blade, of course, somewhat narrower ; and the exterior

of the length of the fenestra of the outer blade, about three inches.

It is a kind of forceps with a movable button-joint, resembling the

joint in Briinninghausen's midwifery forceps. This kind of joint

allows the instrument to be introduced either, as you think fit, in

a fixed form, like a pair of scissors, or each blade separately, like

the common midwifery forceps. In other words, it permits, I repeat,

the blades either to be separately applied, though when the instru-

ment is closed and in action, it is , so secure as to hold almost as

firmly as a scissors-joint ; or it allows it to be used from the first

as if it were a forceps with a fixed joint, and with the two blades

introduced simultaneously. In fact, in my two first cases of cranio-

clasm, I used the scissor-jointed craniotomy forceps of Dr. Murphy, and

figured by him in his Lectures on Parturition (p. 2.34). He praises it as

a form of craniotomy forceps by which the cranial bones "can be very

firmly held without being broken." I think it recommendable, on

the contrary, because these bones can be very readily broken by it,

as well as very firmly held by it. The instrument which I show you

is modified, so as to attain, if possible, these objects more perfectly.
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Of the blades, the inner—or smaller one—is solid, and convex, and

serrated on the side by which it fits into the concavity of the other

larger fenestrated blade. They have both a slight curve to enable

them to be adapted to the curved form of the bones of the cranial

vault. The concave surface of the outer double, or fenestrated blade,

and the convex surface of the inner single, or solid blade, are

serrated with relative transverse ridges and grooves, so as to make

the hold of the instrument as perfect as possible without the fear of

lacerating the included tissues. In using the instrument, the smaller

solid blade is first introduced through, the opening made by the per-

forator in the vault of the skull very deeply into the interior, and

then the larger fenestrated blade being passed over the occiput out-

side the scalp, the two are made to lock, after they have been

pushed in this position as far down over the occiput as they can be

— -is

Fiff. 89.

made to go ; and then by a slightly twisting movement first on one

side and then on the other, the bone is at once and easily broken

across, or dislocated, behind the foramen magnum. This may some-

times be all that is required. In other cases it will be necessary to

pass round the blades of the instrument over the parietal bones, so

as to loosen and comminute in the same way the temporal bones

;

or it may be found advisable to break away the frontal bones from

Fig. 89. Sketch of the bones of the skull of an infant delivered by means of

cranioclasm. (Half the natural size.) a. Foramen magnum
;

b, q, the roof of

the orbits
;

c, anterior fontanelle
;

d, parietal bones.



REDUCTION OF BASE OF SKULL. 529

their base, or from connection with the sphenoid. And that such

separation of the bones at the base of the skull can take place

is abundantly shown by the preparation which I show you of the

skull of a foetus delivered by means of cranioclasm. (See Fig. 89.)

In bringing away this preparation, as the child had to be afterwards

shown to the mother, and it was thus impossible for us to remove

the whole skull, the encephalic portion of it was removed from the

facial portion at the level of the root of the nose, and the specimen

is so far not so complete as that from the Hamilton collection with

which I beg you to compare it (see Fig. 90). It is sufficiently

perfect, however, to show the manner in which the base of the skull

has been broken down and reduced to a soft and compressible mass.
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Fig. 90.

The occiput, having been broken across behind the foramen magnum

(Fig. 89 ffi), has been folded in between the parietal bones (</) ; the

frontal bones, in which we see the roof of the orbits (?<, q) on their

lower surface, are disjointed from the sphenoid bones and movable
;

and even the petrous portion of the temporal bone on one side has

been relaxed from its attachments to the neighbouring bones. The

breaking down of the skull in this case did not occupy more than

three or four minutes, and the cff'ects of that short operation con-

Fig. 90. Sketch of the base of a fcetal skull reduced iu the operation of cranio-

tomy by Dr. Hamilton. The drawing is one-half the size of the preparation,

which is represented as seen from below. «, Foramen magnum
; 5, occipital bone

forming still, though broken off above, a continuous portion below of the solid

basis of the skull ; c c, temporal bone
;

il, hard palate.

VOL. in. 2 M
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trasts very strikingly with the result obtained by the older process

exemplified by the preparation of Dr. Hamilton's celebrated case,

and where three or four hours were required to produce a much less

perfect reduction of the foetal head. Again, you may obtain an idea

of the extent to which the size of the base of the skull may be, and

has been, reduced by means of the cranioclast, by comparing the

size of this cast of a child's head crushed and collapsed by cranio-

clasm, as compared with another cast of the same head after it has

been stuffed out to its original dimensions ; or better still, perhaps.

by merely looking at this sketch (Fig. 91), which shows at once in

the same way the great change in shape and size which the head

has undergone during the process, and for which I am indebted to

my friend Dr. Cleland.

It was by accident, more than by reasoning on the matter, that

I was in the first instance led to perceive that great collapsing effect

Fig. 91. Sketch of casts of the crushed head of an infant delivered by means
of cranioclasm, and of the same head in a re-distended state. (Half the natural

size.)

Fig. 91.
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upon the fcetal lioad which can be so readily produced by cranio-

clasm. In October 1858, I was requested by Dr. Snodgrass and

Dr. Burns to see with them a lame and deformed woman who had

been a considerable time in labour with her first child without the

head ever entering the contracted pelvic brim. As the umbilical

cord, which was prolajjsed, had ceased to beat by the time we met

in consultation, and there was no prospect whatever of nature ever

accomplishing the delivery, in consequence of the deformed condition

of the pelvis, it was agreed to have recourse at once to craniotomy.

I effected perforation in the usual manner, and then I used a pair of

duck-billed forceps—in other words, the craniotomy forceps of Dr.

Murphy—to break down the skull, some jiieces of which I broke

off and removed, but less perfectly I thought than I would have

done in such a case of deformity had I had with me the common
bone forceps of Dr. Lyon. Having thus reduced the cranium, the

patient was allowed to remain undisturbed for several hours, when,

accoi'ding to agreement, I again Avent to see her, taking with me a

variety of instruments with tlie intention of further breaking down

the fcetal head. To the astonislnnent, however, of all of us, we

found the head already sunk very low down in the cavity of the

pelvis, and I extracted it easily. On examination, the happy effects

which the uterine contractions had had in expelling the child were

soon explained, for the occiput was found to have been di.sunited

from its articulation with the parietal and temporal bones, ami

fractured across the base of the skull a couple of lines behind the

foramen magnum, in such sort that it folded easily into the cranial

cavity, and thus became overlapped on each side by the parietal

bones. Tlie child was 20§ inches in length, and measured 11^

inches round the shoulders. The diminution of the head was such

that, in the collapsed condition, its circumference at the level of the

chin was 10| inches, at the nose llg- inches, and round vertex and

chin llg inches; whereas, when the bones were restored to their

proper relative position, and the head to its normal dimensions, the

circumference round nose and occiput was 13| inches, round fore-

head and occiput 13| inches, and round vertex and chin 13|

inches.

In the case whose history I have just stated to you, the base of

the skull was, as I have already mentioned, fractured and diminished

accidentally, and without my being aware of what had happened
;

and it was only from observing the unusual facility with which the

labour was afterwards terminated, in a patient with confessedly a
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very deformed and contracted pelvic l)rim, that my attention was

aroused to the manner in which the diminution in the size of the

skull had been brought about. On first considering and afterwards

experimenting on the subject, it appeared to me that probably the

beaked duck-billed forceps which I had chanced to employ broke

up the walls of the skull, and more especially its base, upon the

principle which nature employs in the construction of the beak of

the cormorant and other birds, which have, according to some

observers, the power of cracking shell-fish and feeding upon their

contents. In these birds the sharp-nailed projection of the upper

mandible of the bill over the lower mandible, and the strong nmscu-

lar apparatus attached to them, enables the beak to break shells of

considerable strength. But a few experiments convinced me that

in breaking and collapsing the foetal skull in the way effected in the

case alluded to, a different principle was had recourse to. For I

found that the fracturing and comminution did not take place from

the action of the beak of the forceps or cranioclast, but chiefly

from the subsequent semi-lateral movement of the instrument after

it had once laid firm hold of the cranium. In performing the opera-

tion, you have, in fact, two leading points to attend to, to which I

have already alluded, but these I beg here to repeat. First, In

seizing at any point or points the sides or walls of the cranium with

the cranioclast, you must always carefully pass the instrument as far

down as possible towards the bases of the skull, in order to make

the subsequent fracture and comminution as complete as may be.

Second, after shutting firmly the instrument, and thus grasping the

selected portion of cranium, you must give the instrument a partial

slight twisting, or lateral movement, first on one side and then on

the other, so as to fracture and loosen the portion of the cranial

parietes which you have laid hold of. The cranial, like the other

bones of the infant, are far more flexible than the bones of the

adult, and under the double lateral or twisting motion of which I

speak, they partly fracture and partly soften and comminute. The

fracturing and Assuring, which results readily, as I have already

stated and shown you, runs across the more solid basis of the skull.

Another effect, as we have also already seen, usually attends the

first grasp and stroke of the cranioclast, as we seize and act on the

occipital region of the child's head with it—viz. it breaks across the

occipital bone a line or two behind the foramen magnum, and fur-

ther dislocates it along the course of the lamboidal suture on each

side. In many cases the reduction of size of the head effected by
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this single action on the occipital region may prove all that is re-

quired. If more reduction is necessary, the sides of the cranium,

including the parietal and temporal bones, may be reduced and com-

minuted by two additional strokes of the instrument ; and if the

obstruction is greater, the frontal bones may be also fractured and

fissured so as also to collapse readily, as some of you saw done a

short time ago in the Maternity Hospital, in the case of which this

is a preparation and drawing, displaying the degree of reduction

which was effected in the head of the child by this operation, in the

course of a very few minutes. (See Fig. 92.) The obstruction in

this instance was so great that repeated efforts with the long for-

ceps proved of no avail whatever in bringing the head through the

brim, but it readily passed when collapsed by cranioclasm. Per-

haps the instrument would even more perfectly than at present

fracture the bones of the base of the skull and face in cases of

great deformity, if the outer blade were, either by the elongation of

the button-slit, or by the presence of a second slit in the stem,

Fig. 92. Sketcliof the head of a child delivered byBieans of cranioclasm. The
size of the normal head is shown in outline, in order that the degree of diminution

which is effected during the operation, and the change of form produced bj' it, may
at once be more easily seen and understood.

V

7

Fig. 92.
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allowed when requisite to project about lialf-an-inch or so beyond

the point of the inner blade.

After the walls of the cranium are fractured and fissured by

cranioclasm, these walls do not any longer present the resistance

and firmness of bone, but have more the consistence of soft tissue.

They become at least quite flexible and plastic in all those regions

which have been acted on by the cranioclast, and these artificially

supple and pliant walls of the encephalon now readily fold together

and collapse, either under the expulsive pressure of the labour pains,

or under the extractive efforts of the accoucheur. Besides, in con-

trast with craniotomy, it is also worthy of remark, that while in the

ojjeration of cranioclasm no successive portions of sharp bone require

to be removed along the vaginal canal (each of them apt to lacerate

to some degree that passage), the scalp of the child remains entire

under the action of the cranioclast, and thoroughly protects the

maternal parts from the injuries otherwise liable to be inflicted by

the ragged and perforating edges of the broken cranial bones.

The degree of reduction in the foetal head produced by cranio-

clasm, may be readily rendered such as to make the head or cranial

extremity of the infant less a source of obstruction than its shoulder

or trunk. In proof of this, let me show you this cast of the head

and trunk of a child from a case, where, some time ago, I saw my
friend Dr. KeUler deliver a patient by the operation of cranioclasm,

in consequence of the existence of very marked contraction of the

brim of the pelvis. After the head had been reduced and extracted

by the cranioclast, great difiiculty was experienced, and ultimately,

in fact, traction with a hook fixed in front of the arm-pit, was

necessary in order to eff"ect the delivery of the shoulders ; after

these had passed the outlet, the pelvis of the child was found to be

caught at the brim, and it required the application of very con-

siderable force to drag it through. You see in this cast the mark

of the extracting-hook upon the chest, and, at the same time, the

very collapsed state of the cranium. The child was 21 inches in

length, and measured 1 3 inches round the shoulders, and 1 Of inches

round the pelvis. The head in its collapsed state measured round

the forehead and occiput, lOf inches ; round the nose and occiput,

11| inches; round vertex and chin, 12 inches. The left parietal

and temporal bones were very much broken down, and all the other

bones of the skull were felt to be loosened from their fellows.

As another illustration of the degree of reduction easily produced

in the foetal head by cranioclasm, let me direct j our attention to
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these casts of another case, and to some measurements connected

with it. Tliey are casts of the head— one in a crushed, and the

other ill a re-distended state—of the same infant, the bones of

whose skull I have already shown you (see Fig. 89) when describing

the manner of reducing the size of the head, and pointing out the

degi-ee of diminution that is effected. About a month after I had

seen, with my friend Dr. Burns, the case which I have already

mentioned, as having first suggested the operation of cranioclasm,

I was asked by him, when leaving the lecture-room here at twelve

o'clock, to see a patient who had been delivered once before of a

premature still-born child. She was again in labour, and at the full

time. On this occasion labour had begun about three o'clock A.1VI.,

and Dr. Burns had been with her from six A.M. till the time when

I arrived. She had had strong pains, which were beginning to

diminish in force. The os uteri had long been opened, but since

about eight A.M. the head had made no progress, in consequence

of the projection forwai'd of the promontory of the sacrum, which

diminished the diameter apparently to about three inches. The

sounds of the foetal heart were no longer audible. Dr. Burns and I

decided upon leaving the patient for two hours in charge of my
nephew, in order that we might have an opportunity of judging

with still greater certainty as to the degree of obstruction to

labour. Having returned at two P.M., and found the head in statu

quo, after chloroforming the patient, I perforated the foetal cranium,

and then, having broken down the skull with the cranioclast, applied

at three several places, I pulled down the head with the same in-

strument. After the birth of the head considerable difficulty was

experienced, as in Dr. Keiller's case, in extracting the shoulders.

The head, which was very much ossified, presented the following

respective measurements in a collapsed condition, and when stuti'ed

out to its normal or jirevious size :

—

III Uie collapsed condition. When stull'ed out.

Bi-paiietal diameter 2g iiiclie.s 4 inches.

Occii)ito-froiital . .

3i „
From cliin to vertex 3.1

From nose to occiput 31 „ • • n „
Round fcncliead and occiput . 104 „ 12 „
Kouud nose and occiput . Ill „ i-8 >1

Round cliin and vertex . Ill „ 11 ,,

The shoulders presented a circumference (uncompressed) of 13

inches, and a breadth of 5f inches. The breadth of the child's

pelvis was 3g inches.
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3. Extraction of the Child.—The artificial extraction of the child

is not necessary in all cases of cranioclasm, iii the same way as it

is not necessary in all cases of craniotomy ; for occasionally, after the

cranium is reduced in size by either operation, Nature is by herself

quite able to expel, by the normal uterine contractions, the dimi-

nished foetal head through the contracted maternal canals. In some

few and exceptional cases you may thus trust the birth of the

mutilated child to the expulsive efforts of the uterus, and not force

its removal by the extractive efforts of art. You may allow Nature,

for instance, thus to finish tlie delivery, when the pains are sufficiently

strong of themselves to effect the speedy expulsion of the child ; or

in pelves so contracted that the first steps of the operation are per-

formed easily and before any local irritation has been set up by the

length or severity of the labour ; or possibly, you may trust, for a

period at least, to the possible normal expulsion of the child in cases

of cranioclasm, where the mother appears so thoroughly exliausted

for the time being, as to be incapable of safely sustaining any further

efforts for her delivery. But in the vast majority of cases you Avill

be called upon to attempt immediate extraction, particularly if you

have not begun to operate— as will be generally the fact— till the

labour has already endured for a considerable length of time, and

the patient's constitution already shows, more or less markedly, some

signs of distress and suffering. For the purpose of artificially ex-

tracting the reduced foetal head, a great variety of blunt hooks and

of toothed and guarded forceps of every kind have been invented

and employed. But if you have used a cranioclast for the fractur-

ing and fissuring of the cranial bones, you will find that you can

effect the extraction of the foetal head with the same instrument

;

perhaps without, in some instances, even shifting it from its position

over the occipital bone, where, in most cases, you first apply it.

The head is so reduced in size and so comminuted and compressible,

that it can easily be dragged through a narrow brim ; and in such

a case the chief obstruction to the termination of the labour may
come to be presented by the shoulders of the infant, as happened

in two of the cases I have spoken of. The cranioclast is itself, I say,

the most efficient crotchet which you can use. In experim'enting with

it, I have rarely or never seen it slip when a sufficient hold was

taken ; and the previous comminuted state of tlie cranial walls

does not prevent them serving as a sufficient and safe medium of

prehension and traction. In some cases the sides of the skull may
afford a better and more secure hold than the occipital region of

the head.
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Comparison of Cranioclasm with Cephalotripsy and

Craniotomy.

Such, then, is the operation which I believe future experience

will find to be the best and the simplest for those cases of labour

in which it becomes necessary for the accoucheur to break down the

foetal head, or destroy an infant's life to save the life of the mother.

I am sure you will find it an operation preferable to either cranio-

tomy or cejihalotripsy. It is perha^js needless to contrast it with

cephalotripsy,—an operation which seems to have few or no

advocates in this country.^ But let me merely remark in passing,

that the operation of cranioclasm requires no such formidable

machinery as the operation of cephalotripsy ; the cranioclast can be

safely worked in much smaller spaces than the cephalotribe, and is

not, like it, limited in its introduction and use tothe transverse

diameter alone of the pelvis ; in reducing the head with the cranio-

clast, we are not, as with the cephalotribe, under the necessity of

making the parts forming the shorter conjugate diameter of the brim

fulcra or resistant points, by which the comminution of the head is

indirectly and dangerously produced
;

nor, in the process of extrac-

tion, do we need in cranioclasm to subject these same points to

similar severe pressure with this same view. Over craniotomy, as

usually performed by British accoucheurs, cranioclasm appears to

me to have various important advantages. 1. Cranioclasm is—par-

ticularly in cases of any considerable deformity and difiiculty—far

speedier and simpler in its performance than craniotomy. 2. It

saves the maternal canal from the danger of injury and laceration,

fi'om the successive withdrawal of portion after portion of the

broken and separated cranial bases, such as is generally requisite

in craniotomy. 3. It diminishes the size of the fcetal head much

more effectually than it can be accomplished by craniotomy. 4. By

craniotomy we cannot fracture and reduce the size of the hard

basis of the fojtal skull, but we can do so by cranioclasm. 5.

Hence we have ultimately the head in cranioclasm so much reduced,

that we can extract it both much more easily for ourselves, and,

consequently, also more safely for the mother. But let me again,

^ Not long after the publication of this Lecture, Sir James was induced to

make trial of Scanzoni's cephalotribe, which he found so much more serviceable

than the unwieldy instruments which had prejudiced him against cephalotripsy

ill his former experiments, that he set himself to get a still more manageable in-

strument constructed ; and the results of his experience with the improved cephalo-

tribe led him eventually to prefer it in the majority of cases to tlic cranioclast.

[A.R.S.]
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earnestly and anxiously, warn you against the grievous error of

sacrificing, in any case, the life of a cliUd during birth, when it

might have been delivered by safer means, or of ever having re-

course to cranioclasm, or any other form of embryulcia, Avithout

being fully convinced in your own mind of its dire and inevitable

necessity. I tliink that I could easily show you, in the current ob-

stetric literature of England, constantly recurring instances where

this great principle, even in late years, has been recklessly and

painfully set aside. Let me add, in conclusion, that I have heard

of more than one instance in which the stage of perforation of the

skull was actually accomplished, and where afterwards the child was

nevertheless subsequently delivered alive by the expulsive efforts of

the uterus, or by the use of the forceps, or by turning, and even

subsequently lived. At the Obstetric Society here, Dr. Sidey some

time ago showed a remarkable example of this kind, in a woman,

herself the mother of a family, and whose head was perforated at

birth some fifty or sixty years ago. The cranium of this person

still shows a deficiency of bone at the point where the " deid in-

struments" (to use her own expression) were applied immediately

before Nature managed to finish the birth. The case perhaps you

will regard as the more interesting, since the perforation was done

by the hand of a country medical practitioner, then pursuing his

profession in the small town of Peebles, but in whose undying

renown as a traveller we all now rejoice and glory
;

for, before the

date of the case in question, this operator had already done that

mighty feat—he had explored and determined the course of the

Niger ; and shortly afterwards he set off on his fatal visit to Africa.

I scruple not to mention the name of the ojierator, because no pro-

fessional error of this kind can possibly detract from the imperish-

able fame of that Scottish village surgeon and great African dis-

coverer, Mungo Park.
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LECTURE XXXIV.

'
• ON DROPSY, AND OTHER DISEASES OF THE

FALLOPIAN TUBES.

Gentlemen—By means of au exploring needle, used as a slender

trocar, I tapped the roof of the vagina, and removed from the left

side of the pelvis of a patient this morning a quantity of pale

yellowish fluid, of which I here show you a portion. It is alkaline

in its reaction, highly albuminous, and perfectly clear ; and it

reveals, on microscopic examination, nothing more noticeable than

a few scales of cylindrical epithelium. It veiy closely resembles,

in ftict, the fluid we sometimes find on tapping a simple ovarian

cyst. In this instance, however, the fluid has not been derived

from a cystic tumour of the ovary, but from another variety of cyst

altogether, formed by a partial occlusion and dilatation or dropsy of

one of the Fallopian tubes. I have already referred to this form of

disease, incidentally, when speaking of ovarian dropsy ; and as,

among the very limited number of cases that it is in our power to

admit into the ward, I may not have the good fortune during the

session to be able to bring under your observation a i)atient afl'ected

with it, perhaps you will allow me to avail myself of this opportu-

nity to ofler you a few remarks on the morbid changes to which

the Fallopian tubes are liable.

I. Displacements of the Fallopian Tubes.

The Fallopian tubes have been found outside the abdominal

cavity in some rare cases of hernia; usually when the uterus with

all its appendages has made its escape through some one of the in-

guinal rings. Again, they have been found dragged from their

proper situation, and bound down to the difterent surfaces of the

uterus, as the result of old adhesions produced by inflammation of

the peritoneal surface of the pelvic viscera.



540 DROPSY AND OTHER DISEASES OF THE FALLOPIAN TUBES.

II. Hypertrophy of the Fallopl\n Tubes.

The thickness of the walls of the Fallopian tubes is due mainly

to the development of their middle coats, which resemble in struc-

ture and relations the middle coat of the uterus. As in the uterus,

so in the Fallopian tubes, this middle, muscular coat is liable to a

certain degree of simple hypertrophy. At least we occasionally

find the Fallopian tubes considerably enlarged on making post-mortem

examination ; but I am not aware that this morbid change ever

occurs to such an extent as to become a subject of diagnosis during

life, and to call for any active treatment. But there is a form of

hypertrophy of the muscular coat, which sometimes comes to be a

subject both of diagnosis and treatment—viz., when the hyjjer-

trojihy becomes localised, and thus leads to the formation of

III. Fibroid Tumours of the Fallopian Tubes.

I shall take occasion to try to j^rove to you, in another lecture,

that the ordinary fibroid tumour of the uterus—jierhaps the most

common of the many forms of morbid growth to which that organ

, is subject—is nothing more than a nodose hypertrophy of some

portion of the middle coat, which is composed chiefly of a mass of

involuntary muscular fibres, in a more or less undeveloped con-

dition, and the structure of Avhich we find reproduced and imitated

in the neoplastic product developed in it. I refer to the mode of

origin of this common kind of tumour, in order to illustrate the

manner in which a similar morbid growth may spring up in the

homogeneous middle coat of the Fallopian tubes. Fibroid tumours

in this situation are not of very frequent occurrence, and are more

frequently matters of anatomical interest and examination than of

clinical importance and observation, because when they do occur

they are usually of such small, size as not to give rise to any very

marked set of symptoms. I show you, however, a drawing of a

case which I attended with Dr. Gordon (see Fig. 93), where a tumour

of this kind had attained a size equal to that of a child's head ; and

you can easily conceive what a difficult matter it would be to form

a definite conclusion as to the nature and seat of a tumour present-

ing at once the firm and solid feeling characteristic of a fibroid

tumour of the uterus, and the lateral situation and power of inde-

pendent motion, which so often enable us to decide as to the ovarian

origin of morbid growths. Such a tumour, let me remark in pass-
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ing, requires, of course, to be treated on the same principles that

guide us in the treatment of fibroid tumours imbedded in the walls

of the uterus, or projecting on its peritoneal surface.

Fig. 93.

IV. Carcinoma of the Fallopian Tubes.

Cancer, in any form, rarely or never affects the Fallopian tubes

as its primary seat. When we meet with it in these organs, it is

usually secondary to its appearance in the uterus, or, more rarely, it

may have spread to them from the contiguous ovaries or the broad

ligaments of the pelvis ; and hence the system is usually thoroughly

infected with the cancerous diathesis, and the patient will usually

present all the symptoms of the cancerous cachexy before the Fallo-

pian tubes become involved. Carcinoma of these organs being thus

a matter of but secondary importance, both as regards diagnosis and

treatment, I need not do more than make you aware of the possibi-

lity of its occurrence.

Fig. 93. Sketch of a fibroid tumour growing from the Fallopian tube. A, The
OS titeri

;
b, the fundus uteri

;
c, the riglit Fallopian tube

;
D, the left Fallopian

tube, with the tumour growing from its inner portion
;

e, the tumour.
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V. Tuberculosis of the Fallopian Tubes.

Another form of constitutional disease which we sometimes find

affecting the Fallopian tubes as its seat, is manifested here in the

form of small cheesy-looking masses, of about the size of a pea, de-

Ijosited in or on the mucous lining of the canal, and precisely

resembling the tubercular deposits seen in other parts of the body.

They are usually found associated with similar deposits in other

organs, and more particularly in the uterus. It would appear,

certainly, that tubercular deposits are more apt to be formed in the

Fallopian tubes, independently of their development in the uterus,

than we see in cases of carcinomatous degeneration ; and it has

even been asserted that tubercular deposits in the uterus only occur

after they have previously been formed in the Fallopian tubes. In

any case, however, they can only be regarded as among the local

manifestations of a general constitutional affection ; and they are

thus, clinically, but of secondary importance and interest. They

may be situated on one side of the canal only, or may pass almost

completely round it in the form of a belt, obstructing or even

occluding the canal ; and the only peculiarity attendant on their

appearance in this locality depends on the narrow calibre of tlie

tube, which readily becomes completely closed by the deposits in or

upon its sides, so that the secretion of the healthier portions of the

mucous membrane is occasionally hemmed in and accumulates till a

certain degree of dropsy of the tube is produced.

VI. Inflammation of the Fallopian Tubes.

The mucous membrane of the Fallopian tubes is not infre-

quently the seat of a certain degree of inflammation, which either

arises primarily here, or stretches upwards from the interior of the

vagina and the uterus. When it becomes chronic it gives rise

sometimes to a form of uterine leucoi'rhoea ; and a kind of catarrh

or chronic inflammation has been sometimes . adduced as one of the

causes likely to lead to obliteration of the canal at some points, and

hence to dropsy of the Fallopian tubes. Diphtheritic deposits occa-

sionally occur in the mucous membrane in patients dying of some

forms of puerperal fever, and in such cases we usually find similar

deposits in the shreds of mucous membrane that still line the uterus,

and on the surface of any wound that may happen to exist in the

vagina. The inflammatory process here sometimes leads to the for-
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mation of pus, with whicli the tubes are occasionally found distended

to a considerable extent when they have previously been obliterated

at certain points. And, as if to show that here, too, the inflamma-

tory process may go on to the higher stage of ulceration, there are

one or two cases on record where death was brought about by a

severe attack of peritonitis, excited, apparently, by the perforation of

a Fallopian tube at an ulcerated spot.

VII. Hemorrhagic Effusions into the Fallopian Tubes.

To what extent the Fallopian tubes participate in the changes

tliat occur in the uterus during menstruation, and whetlier in any

case they furnish a supply of the hemorrhagic discharge characteristic

of that function, are still to some extent subjects of speculation.

But whether or not the mucous membrane of the Fallopian tubes he

ever thus the seat of a physiological hemorrhage, we find as a matter

of pathological oljservatiou that these canals may become filled and

distended to a considerable degree with extravasated blood. When
the extravasation takes place slowly, as in most cases it seems to do,

and there has existed previously such an extent of occlusion of the

canal that the fluid does not escape into the peritoneal cavity, the

occurrence does not give rise to any symptoms so severe as to excite

the patient's notice, or to any sign so certain as to enable us to make

a diagnosis regarding it. But by far the most important of all tlu^

morbid contents of these organs are those which we meet witli

associated with the form of disease to which I wish now more

particularly to direct your attention—viz.

VIII. Dropsy of the Fallopian Tubes.

That the Fallopian tubes may become distended into the form of

dropsical cysts is admitted on all hands as a fact in pathological

anatomy. But the clinical interest and importance of this, as well

as of all the other morbid changes to which these organs are liable,

have been so far overlooked, that in almost all systematic works we

find little or nothing beyond a mere enumeration of them. A very

few isolated cases, it is true, are on record, where dropsy of the

Fallopian tube has been diagnosed during life, and one where it is

said to have been treated successfully. To this case I shall again

have occasion to refer. But usually, when this disease is referred

to at all, it is described as being so similar in its symptoms and



544 DROPSY AND OTHER DISEASES OF THE FALLOPIAN TUBES.

character to otlier dropsical swellings in the pelvis, and so difficult

of distinctive diagnosis, as not to require any particular notice, or to

call for any special treatment. I shall endeavour to show you

presently that, on the contrary, it gives rise to special symptoms and

presents peculiar chai'acters which generally enable us to recognise

it precisely and treat it with success. But let me, first of all, pre-

mise a few remarks with regard to

The Etiology op this Disease.

Several years ago Hooper and others showed that when the

inflammatory process, stretching upwards from the vagina and

uterus, came to affect the lining membrane of the Fallopian tubes

in all their extent, it was extremely liable to be attended with the

formation of adhesions at the fimbriated extremity, where the mucous

and serous membranes ran into one another. As a consequence of

this tendency to adhesive inflammation at the free end of the tubes,

we not unfrequently find one or other of them bound down to the

sides of the pelvis, to the uterus, or to the ovaries, or even simply

obliterated from the union of its serrated margins. When an ovary

to which a Fallopian tube has become adherent is enlarged and

dropsical, it may occasionally burst and discharge itself along the

tube and through the uterus, as shown by M. Richard, who specially

pointed out this as one of the most common channels through which

ovarian cysts were at times spontaneously evacuated. Or we may
have a periodic discharge of a watery or serous fluid from the uterus

under another condition—viz. when a Fallopian tube has become

completely obliterated at its free extremity, and so for constricted at

its uterine orifice as to prevent the escape of its ordinary secretion

until that has accumulated to such an extent as to overcome the

resistance presented to its escape, as seems to have occurred in a case

recorded by Frank. More frequently the constriction at, or rather

towards, the uterine extremity becomes more complete and perma-

nent, and the fluid becoming thus finally retained in the tube, a

dropsical cyst is ultimately produced. We may thus have dropsy of

the Fallopian tube brought on as a result, first, of inflammatory

changes commencing in its lining membrane. But, secondly, the

cause is at least as frequently to be sought for in changes produced

by inflammation of its peritoneal covering and of the peritoneal

surface of the contiguous organs, which we find to be one of the

most frequent causes of the deformities and displacements of these



CAUSES OF DEOrSY. 545

several org.ans, from its lialnlity to lead to the formation of adhesions

between the neighbouring opposing surfaces. In the case of the

Fallopian tubes, in particular, inflammation of their peritoneal sur-

face has the eff"ect of closing up the free extremities by binding them

to the neighbouring parts, and also of causing the tubes to be folded

or bent on themselves once or oftener. When the ordinary secretion

of the canal begins to accumulate between any two of these points

of flexion, a degree of compression is ere long produced, which

speedily leads to the intimate union of the opposite sides, and hence

to complete occlusion of the canal ; and in this way a temporary

accumulation of fluid is converted into a permanent collection,

and a dropsical cyst, or rather a congeries or chain of cysts, is

developed.

Pathological Anatomt.

When a Fallopian tube becomes dropsical in consequence simply

of an inflammatory process in its interior, the resulting cyst is

usually single, and one end of it is produced by the occlusion of

tlie fimbriated extremity, wliile the other corresponds to that point

B
Fig. 94.

towards the uterine extremity of the tube where it begins to become

narrower before running into the substance of the uterus, and

where, consequently, complete closure is more apt to occur. We
more frequently, on the other hand, find the tube divided into a

series of cysts or rather of dilatations, where the morbid change is

Fig. 94. A front view nf the uterus of a patient in wliom the uterine append-

ages were much diseased from repeated attacks of inflammation. A, the uterus
;

B, the vagina, cut open to expose C, the os uteri
;
D, the k^ft Fallopian tube

;
E,

the left ovary, in a state of incipient dropsy ; F, the right Fallopian tube
;
G, the

right ovary.

—

{HooiKr.)

VOL. in. 2 N
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produced by adhesive inflammations, which cause the tubes to

become convoluted on themselves, and the resulting cysts to be

further indented, and divided by means of tight fibrinous bands

passing over their surface. The contents of these cysts are usually

clear and simple, like the fluid I have already shown you ; but not

unfrequently the fluid is mixed with flocculent masses. The lining

membrane of the cyst is subject to inflammation, and hence we

occasionally find them containing inflammatory products, in some

cases mixed with hemorrhagic extravasations. The size attained by

these Fallopian cysts, or hygromatous sacs, as they have been desig-

nated by Hooper, varies greatly in diff'erent cases. Sometimes the

distended tube at its most dilated point is no wider than the small

intestine ; not unfrequently the dropsical swelling is as large as the

Sst ; and occasionally, but rarely, it attains the size of the foetal

head. We may justly, I think, be allowed to be sceptical as to the

correctness of the statements, or the carefulness of the observations,

of those who have recorded cases where the tumour was of much

larger dimensions. When Munnik and Muralt, for example, relate

that they have found respectively 110 pounds and 112 pounds of

fluid in a single Fallopian cyst ; and when Harder and Desormeaux

speak of cases where there were 140 pounds of fluid, we can only

suppose that these large quantities of fluid were contained, not in a

dilated Fallopian tube, but in the cavity of a dropsical ovary. And
if we call to mind how intimately adherent the Fallopian tube some-

times becomes to an enlarged and cystic ovary, so that it appears to

be amalgamated with the wall of the cyst, we can easily understand

how the two forms of disease should come to be confounded; and

we may well doubt whether even the thirteen pounds of water

mixed with pus, which Bonnet says he found in a Fallopian tube,

was not in reality contained in the cavity of an inflamed ovarian

cyst.

Semeiology.

Patients afi'ected with dropsy of the Fallopian tube complain of

many of the same symptoms which we find associated with ovarian

tumours in the earlier stages of their growth. There is an uneasy

sense of weight in the side afi'ected, and a feeling of pressure on the

limb. Usually the limb is rendered more or less numb from the

pressure of the tumour on the nerves passing through the pelvis,

and I have sometimes seen a patient rendered extremely lame in

consequence. In some cases it acts chiefly upon the bowels, keep-
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ing them loaded, and the patient uncomfortably constipated. More
rarely there is a certain degree of dysuria. In almost all the

cases that have come under my observation, the patient has been

sterile, even when the tube of one side only appeared to be affected.

That the ova should fail to be conveyed by the tiibe of the affected

side follows as a matter of course from the morbid condition of the

canal ; and perhaps the change in the position of the pelvic organs,

produced by the pressure of the cyst, may have the effect of

preventing the uterus from receiving the ova developed in the

ovary of the opposite side. But none of the rational symptoms,

nor all of them combined, will enable you to recognise the nature

of the case, and to make a correct

Diagnosis of Fallopian Tube Dropsy.

In practice this form of disease is usually altogether overlooked,

or is mistaken for some other kind of tumour. The lady from

whom the fluid I have shown you was withdrawn came to this

country from Australia, after having sought relief in vain at the

hands of several practitioners in that colony, and since her return

to Britain she had consulted a number of medical men, all of whom
differed as to the nature of her disease, and all of whom supposed

it to be seated in the uterus or left ovary. One gentleman, who has

himself written about dropsy of the ovary and Fallopian tube, after

examining this patient, told her that her trouble lay entirely in the

mouth of the womb. When I first saw her, I could not come to

any very definite conclusion as to the nature of the case. I could

only determine by vaginal examination that there was some kind

of tumour in the left side of the pelvis, for the rectum was at the

time so loaded with fteces as to prevent all possibility of a thorough

investigation of the character of the swelling. Having taken the

precaution to have the bowels effectually cleared, I was enabled at

my next visit to come to a more distinct and definite conclusion

regarding it. For, by vaginal examination, I could discover the

firmish fluctuating tumour at the left side of the uterus, and by

introducino: the second finder of the same hand into the rectum,

and placing the other hand above the pubis, I could make out quite

distinctly its situation and its relation to the neighbouring parts.

It so happened that the abdominal walls in this patient were soft

and very much relaxed in consequence of her having had a child

sixteen years ago ; and by examiiuug simultaneously with one hand
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above the pelvis and two fingers of the other introduced into the

interior, I could anatomise, as it were, the pelvic organs, and make

out their conditions and relations. In this way I found the uterus

to be perfectly sound and normal, while to the left side of it lay a

tumour capable of being moved independently of the uterus, and

which, frona its painless and fluctuating character, could only be of

a cystic nature ; and as this cystic tumour was elongated in its

shape, widening towards the outer extremity, and indented at

several points as if folded on itself, I had no hesitation in setting

it down as a dropsical dilatation of the left Fallopian tube. There

were only two other kinds of tumour with which it could have been

confounded—viz., 1st, a cystic degeneration of the ovary in an

early stage
;

or, 2d, one of those thin-walled cysts which we some-

times find attached to the fimbriated extremity of the Fallopian

tubes, or growing from the outer margin of the broad ligament, and

which are produced by an accumulation of fluid in one of the

unobliterated tubes of Gsertner. (See Fig. 95,//.) But both of

Fig. 95. "a, Uterus; b b, Fallopian tubes, distended, and closed at their

extremities ; c c, tlie ovaries
;

d, a portion of omentum adherent to the fundus

uteri
;

e, the os uteri
; //, hydatids attached to the ovaries and fimbriated ex-

tremity of the Fallopian tubes."

—

{Ruysch.) The small pedunculated cysts

described by Ruysch as hydatids are produced by a cystic development of the

tubes of Gajvtner, of which the pro-ovariuni, or body of Roscnmiiller, is chiefly

made up.

Fig. 95.
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these forms of cystic tumour have this difference in common from

the dropsical dilatations of the Fallopian tubes, that they are at

once both more rounded in their form and more smooth and equable

in their outline. The tumour formed by a commencing cystic

degeneration of the ovary differs further from this dropsy of the

tube, in that it is more unyielding and elastic, containing, as it

does, at this early period, more solid substance than serous cavities.

The other kind of cyst, again, to which I have referred, is rarely

found of such large size as to come under the notice of the practi-

tioner, for ordinarily it is found, after death, of about the size of a

pea, with a thin elongated neck or pedicle, and the largest of them

almost never exceed the size of a hen's egg
;

while, from the

quantity of fluid which I have shown you, you will be able to see

that in this case the tumour must have been at least three times

that size. From its size, therefore, and its situation, its elongated

and somewhat conical form, its wavy sinuous outline, and its power

of being moved independently of the uterus, I believe I am justified

in concluding that I have here had to do with a case of dropsy of

the Fallopian tube. I know not in what other light to regard it,

or what other kind of cyst it well could be. I ought to add, that

the very nature of the fluid which escaped through the exploring

needle that was introduced for its evacuation, confirms me in my
belief that this diagnosis is correct. For the fluid in a small

ovarian dropsy— with which form of disease assuredly the cyst in

question was most likely to be confounded, is usually too viscid to

allow of its easy escape through a narrow canula ; while in this case

the clear evacuated fluid rushed through the small haii'-like tube of

the exploring-needle in a full free stream.

To resume, then.—The characters by which you Avill be enabled

to determine whether a cystic tumour lying in the pelvis is due to

the dilatation of a Fallopian tube, are, shortly, these :

—

Fii'st, Its free and independent Mohility.—The tumour is freely

movable in the cavity of the pelvis, and does not move synchro-

nously with the uterus
;
but, on the contrary, it remains at rest

when the womb is moved, and can be readily moved about by the

exploring finger when the womb is kept firmly fixed, either by the

hand placed above the pubes, or better still, by means of the uterine

sound introduced into its cavity.

Secondly, Its Elongated Form.—As the fluid collects in and dis-

tends the tube in nearly all its length, the resulting tumour is of an

elongated conical form, with the rounded base corresponding to the
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obliterated fimbriated extremity and the apex at the upper angle of

the uterus.

Thirdly, Its wavy Outline.—In all cases the surface of the tumour

feels more or less undulating and indented, for, in most instances,

the distended tube is folded once or oftener on itself, and tortuous

;

and when it is not thus wavy and convoluted, the smooth outline is

interrupted by the pressure of bands of plastic fibrine stretching

over and indenting it.

I have also referred to the comparative size of the tumour, and its

situation in the ordinary position of the Fallopian tube, as guides

—

though certainly of less value—in enabling you to discover and

recognise the disease. If you have satisfied yourselves in any case

as to the existence of the characteristics which I have attempted to

portray, you may proceed at once to confirm your diagnosis of the

disease, and initiate your treatment, by introducing an exploring-

needle into the interior of the cyst, and examining the fluid that

escapes, which, as I have stated, is usually perfectly limpid and

clear. It is, no doubt, a matter of considerable diSiculty to make

out clearly in certain cases the actual presence of a tumour with

all the characters I have described ; and to decide positively that it

is a dropsy of the Fallopian tube, will demand a certain amount of

experience on your part, and no small care and caution in conduct-

ing the examination. But the difliculties of the case will be lessened,

and the diagnosis will be rendered more certain, if you will always

take the precaution to investigate the pelvic organs by means of both

hands simultaneously—one being placed over the fundus uteri, and

pressing down upon the pelvic organs through the abdominal walls,

while two fingers of the other hand are passed into the two canals

at the outlet of the pelvis, for the purpose of examining the state

of its contents from below. Where the patient has previously had

a family, the abdominal walls are soft and flabby, so that the pelvic

organs can be readily felt through them ; and where they are firmer

and less yielding, by putting the patient under the influence of

chloroform they will be so far relaxed as to enable you to have all

the parts thoroughly at command.

Prognosis.

In the great majority of cases the disease has remained unre-

cognised and unsuspected during the lifetime of the patient, and has

only been discovered after death when the body was subjected to a
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post-mortem examination ; and this is more particularly the case

where the cyst is not of very large size, and its contents consist

simply of a serous fluid. But where some morbid process has been

going on in the interior of the cyst, and the altered mucous mem-
brane has become the seat of inflammation in its higher grades, or

where it has been subjected to injury, so that the contents become

mixed up with purulent eff'usions and bloody extravasations, the

ultimate issue is apt to be less favourable. For in such cases it

Fig. 96.

sometimes happens that the cyst-wall becomes ulcerated through or

bursts, and the morbid and irritating fluid, escaping into the cavity

of the peritoneum, lights up a degree of inflammation on its serous

surface that proves ra^jidly fatal. In some few cases, again, the

disease may be recognised during life, even when the cyst is of the

simplest kind, but where it is of sufficient size to give rise to the

series of symptoms to which I have alluded. In such cases you may
succeed in diagnosing the disease in the manner I have described to

you, and in conducting it to a favourable termination by an appro-

priate plan of

Treatment.

Medical treatment of any kind seems to be of but little avail

for the cure of this kind of malady. In the patient whom I tapped

Fig. 96. Dilatation of the Fallopian tubes from obliteration of their orifices.

The sinuous convoluted sacs are filled with a dark sanguinolent matter.

—

(Becquerel.

)
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this morning, medicines of every class had been tried, but all

without effect. We have no remedy which, when administered

internally, has the property of causing absorption of the fluid

secreted into the interior of cystic cavities of the Fallopian tube,

any more than we have remedies which can cause dropsical tumours

of the ovary to dissolve and disappear. The only effectual means

of affording relief to the patient, and her only hope of a permanent

cure, is the removal of the fluid by puncturing the cyst. Systematic

writers speak of this as having been attempted, and always proving

fatal ; but there is no satisfactory jiroof, so far as I can discover,

that in any of those cases where a dropsical Fallopian tube was

supposed to have been tajjped, the fluid really was contained in a

dilated tube at all. And in the only case where a cure of this

disease by means of tapping is alleged to have been effected,

there is no evidence whatever to show that the evacuated fluid had

collected in the Fallopian tube. The case to which I allude is

recorded by Bartholin in the Acta Medica et Philosophica Hafnicnsia,

as contributed by Johann Heinrich Brechtfeldt, Physician to the

Queen Dowager, and headed " Dropsy of the Eight Uterine Tube

cured by Paracentesis." There was a large tumour, he tells us, in

the right groin, which interfered with progression, and which he

concluded to be dropsy of the Fallopian tube, because of the

semicircular form of the tumour, and the attendant suppression of

the menses. These are but meagre data, assuredly, on which to

found a diagnosis ; and our doubt as to its correctness, or rather

our belief in its incorrectness, is confirmed by the statement he

goes on to make as to the effect of puncturing the cyst at its most

dependent point, an operation which allowed the escape of several

pounds of fluid. The further history of the case is interesting,

however, in this respect, that after the wound had been left open

for three months, a complete cure was finally effected, and the

patient afterwards became pregnant and gave birth to a living

child. The operation to which I have had recourse in those cases

where I have been able to satisfy myself as to the existence of

Fallopian tube dropsy, consists simply in puncturing the cyst with

an exploring-needle, introduced through the roof of the vagina.

Although this plan of operation, as I have since become aware, has

been proposed by Meissner, and discussed and condemned by

Kiwisch, no one else, so far as I know, has ever attempted to put

it in practice. Yet it is a very easy oijeration, and one which is

not attended with any suffering or any great degree of danger.
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The exploriiig-needle is used here with the double view—first, of

making sure of the diagnosis as to the cystic cliaracter of the

disease ; and secondly, of effecting a cure. It is puslied right into

tlie tumour at its softest and most dependent point, having been

introduced through the roof of the vagina, and passed behind the

broad ligament, on the posterior surface of which the tube is

situated. The fluid is allowed to drain away completely through

the narrow tube of the exploring-needle
;
and, as the result of this

simple operation, you will usually find that a certain degree of

inflammation is set up in the lining membrane of the cyst. If the

inflammatory iM'ocess do not proceed too far, the effects are most

beneficial, for it leads merely to obliteration of the cavity, or to

such a change in the lining membrane of the cyst, that it no longer

furnishes the dropsical fluid with which it was formerly distended.

Should the inflammatory action threaten to become too high, it can

easily be kept in check by the use of antiphlogistics and counter-

irritants. You might imagine that, after this operation, the condi-

tion of the internal organs of generation would be such as to

render it impossible that they could perform their functions. But

experience has shown that this is not the case. A number of

years ago I had under my care an American lady who had long

suffered from symptoms which I found to be due to dropsy of

the Fallopian tube, and in whom I effected a cure by tapping the

cyst with an exploring-needle in the manner I have described.

She had a pretty smart attack of inflammation after the opera-

tion, which I succeeded, however, in subduing by means of leeches,

etc., and believing that one Fallopian tube, at least, had become

obliterated, and the condition of all the pelvic organs modified

in consequence, I never dreamt that there was any liossibility of her

ever afterwards becoming a mother. Nevertheless, she wrote to me
a year or two afterwards, telling me that she had carried a foetus to

the full term of pregnancy, although it unfortunately perished during

parturition. If, again, we come to inquire as to the probability of

the fluid re-accumulating in a Fallopian cyst that has been evacuated,

we find the results of past experience to be of the most satisfactory

kind. I cannot tell you why it is ; but when a cyst formed by the

dilated Fallopian tube has been once evacuated and contracted, it

shows no tendency whatever to refill and reassume the dropsical

condition. I can easily imagine, however, that in some cases the

fluid may be apt to re-accumulate, and call for a repetition of the

operation ; or it may even be found necessary in some obstinate

*



554 DROPSY AND OTHEK DISEASES OF THE FALLOPIAN TUBES.

cases to have recourse to the injection of tincture of iodine, or some

other stimulant, in order to excite such a degree of inflammation in

the cyst-wall as shall lead to the occlusion of the cavity, or to a

destruction of the secreting powers of its lining membrane. But in

none of the cases where I have evacuated a dropsical Fallopian tube

has there been any attempt at the reproduction of the fluid, the

degree of inflammation which was set up in the walls of the cyst as

the result of the simple evacuation appearing always to have been

sufficient to efi"ect a perfect cure. I believe that in all the cure has

been not only perfect, but permanent, for in some instances several

years have elapsed since the date of the operation, and still the

patients continue well. I can recall at this moment to my mind

eight different patients, in whom I have had recourse to the opera-

tion, and in all of whom a perfect, and, so far, a permanent cure has

been obtained.

One of the most interesting cases of this disease that has come

under my notice occurred in the person of an unmarried lady, who
came to consult me eight years ago. For many years previously she

had suffered from a constant and increasing pain in the right side of

the pelvis, which had become so acute and incessant for about a

year before the time that I first saw her, as to keep her almost

entirely confined to bed ; and the pain stretched down the limbs, so

that she could not bear to put her right foot to the ground. A
swelling could be felt in the right groin, about the size of an egg,

which had all the physical characters that I have described to you

as peculiar to the dropsical Fallopian tube. I tapped the cyst with

the exploring-needle, and the disease was thus speedily cured. I

have heard from this patient recently, and she tells m.e that she con-

tinues " quite well—a wonder to myself, and all who knew me some

years ago."
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LECTUEE XXXV.

ON PUERPERAL MANIA.

Gentlemen—We had, a short time ago, in the hospital, a recent

case of vesico-vaginal fistula. The patient died, but not in con-

sequence of any operation attempted for the relief of that disorder,

but of an acute attack of puerperal mania. In taking advantage of

this unfortunate case to make some observations on the nature, the

causes, and the treatment of this disease, let me first of all briefly

acquaint you with the patient's sad history.

Case.— Christina S., admitted into the hospital on March 20, 1860, was a

factory-girl of 25 years of age, and of feeble mental constitution. Eight weeks

before admission she was confined, in the country, for the first time, of an illegiti-

mate child
; and was in labour for three days. The jiains, according to her own

account, were so severe that she was constrained to keep her bed throughout the

entire period. The child was still-born
;
although she stated that she was sensible

of its movements not long before its delivery. There was no medical man in

attendance, and no instrumental or other artificial aid was afforded her, the whole

process having been conducted by a midwife. From the date of her confinement

she made no water through the urethra, but it kept escaping continually through

the vagina. On examination per vaginam a large fistula was found opening into

the bladder, of an oval form, and reaching from below the os uteri more than half-

way down the anterior vaginal wall. When she entered the hospital, the edges of

this fistulous aperture were already thickened and indurated, and there was a

strong cicatricial band stretching across the back wall of the vagina, and greatly

narrowing its diameter. The patient was slovenly and dirty in her habits—as is

so frequently the case with partially idiotic individuals—and in consequence the

pudenda and inner surfaces of the thighs and hips were in a very filthy, irritable,

and inflamed condition. For the first day or two after her admission Carron-oil

and zinc-ointment were applied externally, while bismuth pessaries were intro-

duced into the vagina. On the 24th, the excoriation having been gi-eatly

relieved, and the patient's general health somewhat improved, the band across

the back wall of the vagina was divided by a slight incision, in order to gain

sufficient subsequent space for the operation of the closure of the large fistula.

This simple division of the vaginal constricting band was attended with almost

no hemorrliage and but little pain ; and for two days the patient seemed to be

quite well, although she still showed herself, as she had from the first been,

singularly stubborn and very averse to talk or answer any questions that were

addressed to her. On the morning of the 27th the other patients in the ward

complained of her having been very noisy and troublesome during the preceding

night, and of having been deprived of their rest in consequence. But there was
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no great indication yet of any mental or bodily excitement ; the pulse was quiet

and rather weak. On the following night, however, she became so noisy and

violent that she had to be' removed to the ward appropriated to the insane,

where she lay for three days with the mental faculties completely in abeyance,

being sometimes slightly excited, but usually quiet and unimpressionable,

speaking incoherently when addressed, and immediately relapsing into stupor.

The pulse was very weak, irregular, and rapid ; and on April 1 she sank and

died. On making a post-mortem examination, the large vesico-vaginal fistula

was found stretching from the lower half of the vagina close up to the os uteri.

The slight wound in the band crossing the posterior wall was granulating and
healthy, and presented no trace of over-action. The kidneys were slightly fatty

;

the other abdominal and pelvic organs normal. No lesion could be discovered in

the brain itself ; but the meninges were thickened and vascular, and the skull

was deformed, and very irregular in shape.

The disease, which you have liad an opportunity of seeing and

following to its rapid termination in this unfortunate patient, is by

no means very frequent among puerperal patients. Yet the

statistics of insanity appear to show that about ten per cent of all

the females found in lunatic asylums have become the inmates of

these institutions in consequence of puerperal mania. Insanity

may supervene at various periods in connection with the process of

reproduction. (1.) It occasionally occurs during the progress of

pregnancy. In such cases it has been observed, that although the

disease may be prolonged to the puerperal period, and even on to

a more distant date, yet that most frequently it disappears on the

termination of labour. Let me remark, in contrast with this fact,

that some curious cases have been recorded where women, pre-

viously of unsound mind, have become sane, and remained so during

the whole term of their pregnancy. (2.) Again, while labour is

progressing, a patient may be . the subject of an attack of mania.

Usually this form of mania or delirium is brief and evanescent.

It was specially described and illustrated by my late friend Dr.

Montgomery. This temporary variety of insanity during labour

seems to be excited by the mere intensity of the pains, and is most

marked, or most frequently seen, towards the close of the second

stage. Usually it manifests itself in wild, incoherent, or improper

utterances on the part of the patient, and passes off as the labour is

brought to its termination. I have known it, in one instance,

assume the form of impulsive suicide ; the patient, in the case I

advert to, having sprung out of bed and seized a razor in the agony

of her sufferings when the os uteri was on the full stretch at the end

of the first stage of labour. After the head passed down into the

vagina this state of delirium vanished, and the patient was then as
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horrified as her attendants had previously been at the maddening

impulse which had previously seized her. But puerperal mania

—

properly so called— rarely occurs till after delivery. Its most

general date of appearance is (3) during the first two months after

delivery, but especially during the first two weeks of that period
;

and (4) in some patients it only comes on during lactation, and

occasionally, indeed, it does not appear till the very end of that

process. It is of puerperal mania—as seen after delivery—that I

intend to speak to you at present. The special date at which it

may come on after parturition can be seen from this table constructed

by Esquirol :

—

Date op the Attack of Puerperal Mania in Ninety-two Cases.

16 were attacked from the 1st to the 4th day after delivery.

21 „ 5th „ 15th „
17 ,, 16th „ 60th

19 ,, 12th ,, 12th month of lactation.

19 were attacked after forced or voluntary weaning.

Etiology and Pathology of the Disease.

The causes and pathological nature of puerperal mania have not

yet been clearly elucidated ; and of the various theories that have

been advanced regarding this always distressing malady, there is

none that can be held as applicable to more than a certain group of

cases. It is, however, a subject of great interest, and one in regard

to which renewed investigations and original observation may yet

yield important results. One well-established fact in connection

with it is, that in a large number of persons puerperal mania is

found associated with a

1. HeredMary Predisposition to Insanity.—I know, for instance, of

one case where a lady was attacked five times with puerperal mania

after as many successive confinements, and in whom the proclivity to

the disease seemed dependent on some hereditary and constitutional

condition, for several of the other members of the family to which

she belonged were at different times under treatment for some form

of mental disorder. In none of her first five confinements had the

lady I speak of used chloroform ; but on the occasion of her sixth

delivery, she insisted on being ancesthetised, and for the first time

after so many labours she recovered without once manifesting any

tendency to insanity. Dr. Montgomery has related the history of a

case where a lady belonging to a family hereditarily predisposed to
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insanity became the mother of eight children ; and on the occasion

of the birth of each of her infants she passed through an attack of

puerperal mania. Cases such as these come under observation from

time to time ; and although assuredly it does not often happen that

a person who is hereditai'ily predisposed to mental disorders be-

comes the subject of puerperal mania when she gives birth to a child,

yet when a person so predisposed has once had an attack of the dis-

ease, her future labours must ever be looked forward to with much

anxiety by her medical attendant, and her progress marked with the

greatest care. It is calculated that in about forty or fifty per cent

of all cases of puerperal mania, some hereditary predisposition to

insanity can be traced. In nearly one-half, therefore, of all the

instances of the disease which may appear in practice, you will fail

in establishing any such hereditary tendency. But whether trace-

able or not in the history of the patient or her relatives, mere

hereditary predisposition affords in itself no adequate explanation

of the actual occurrence of an attack of puerperal, or indeed of any

other form of insanity. Can we trace in the puerperal female any

special exciting causes or conditions capable of exciting this special

disease 1 Pathologists and obstetricians have attempted to refer the

excitement of puerperal mania to different morbid states more or less

frequently found in connection with delivery and lactation
;

as,

2. Ancemia and Exhaustion.—Puerperal mania has been known to

come on in females in regard to whom no other cause was discovered

for its appearance than the fact that they have lost a large quantity

of blood during some stage of labour ; and the anaemia which is some-

times seen to such a marked degree in patients who are the subjects

of puerperal mania, has been recognised by some authors as a cha-

racteristic cause and feature of the disease, more particularly in its

chronic forms. Dr. Marshall Hall, indeed, h general prin-

ciple, attributed the occurrence of mania in puerperal females prin-

cipally to the exhaustion so common to their condition, combined

with some degree of intestinal irritation. But mere simple anaemia

and exhaustion, either by hemorrhage or even lactation, is not of

itself sufficient to produce mania. At all events, the alleged cause

is very, very often present in practice, without the alleged effect fol-

lowing. The theory, at best, if applicable at all, is applicable only

to a very limited number of cases ; and affords no more satisfactory

explanation of the origin of the disease than does the more general

statement that puerperal mania results from

3. The Peculiar State of the Sexual System which occurs after
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Delivery.—This theory was that propounded by Dr. Gooch in his

original essay on puerperal insanity. He explained and illustrated

his hypothesis by calling to mind the intimate sympathy that exists

between all parts of the body and the sexual system in its j^eriodic

actions, and by insisting on the high degree of nervous susceptibility

induced in lying-in women as a result of the organic changes that

succeed delivery. But even when thus explained, the theory hardly

helps us to a clearer comprehension of the real origin of the disease.

Bearing in mind the peculiar nervous excitability of a puerperal

patient, we can understand why she should be more readily acted

on by any agent capable of producing a morbid action of the brain

or mind at such a time, rather than under other circumstances ; but

the nature of the morbific agent still remains to be determined.

Nervous suscejitibility, in a greater or less degree, is confessedly

common, to a greater or less extent, to all puerperal women ; and

yet only a limited number of them are attacked with puerperal

mania. Perhaps this fact can only be explained, as it seems to me^

by supposing that in those so attacked there is present some specific

morbid alteration which acts on the enfeebled and excitable nervous

system so as to call forth the peculiar jjhenomena that characterise

the disease. The scaljiel and microscope have hitherto so entirely

failed in establishing, in the brain itself or its envelopes, any deter-

minate pathological changes in connection with puerperal insanity,

in its more acute forms at least, and earlier stages, that we are i^er-

haps so far justified in laying it down as a high probability, that

" the specific morbid alteration " in the economy which constitutes

the pathological cause and essence of jiuerperal insanity, does not

exist in the solids of the body, or rather, let me say, of the ence-

phalon. Various circumstances, on the other hand, appear to show

that the specific morbid alteration in question exists, in the first

instance at least, in the presence of a morbid change or morbid

agent in the blood
;

or, in other words, that the disease originates

in a state of blood-poisoning, or

4. Toxcemia.—The absolute want of any determinate pathological

changes in the brain or its membranes in recent fatal cases of puer-

peral mania—the rapidity with which the disease sometimes comes

on, as well as the raj^idity also with which it occasionally disappears,

and the phenomena themselves of the malady, so similar as they are

in character, at their first supervention, to the toxicological pheno-

mena of blood-poisoning by alcoholic and narcotic poisons— are all

circumstances pointing to the probable toxsemic origin of puerperal
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insanity. But if you ask further, "What is the special morbid change,

or what is the special morbid agent in the blood, which, when accu-

mulated there in sufficient quantity, produces puerperal mania ? then

I can only answer. We know not yet, and will not know till patho-

logical chemistry, which is still in its first infancy, has grown and

advanced to an extent and certainty infinitely beyond its present very

limited bounds. Some men have already ventured to name the pro-

bable poison which produces puerperal mania. Thus I have seen it

referred to the use of various narcotic vegetable poisons, of alcohol,

and latterly of chloroform. The gentleman who has taken up this

last notion—forgetting that puerperal mania was as well known and

as prevalent before the discovery of chloroform as it is now—reasons

exactly as that medical logician did, who, when denouncing the

introduction of vaccination, ascribed to it all the evils which had

occurred in the world from the decline and fall of the Roman Em-
pire down to the breaking out of the French Revolution. Let me
here merely state that I have seen puerperal insanity occur after

the use of chloroform in labour, but certainly not more frequently

than I have seen it occur without the use of chloroform during par-

turition. Some years ago, when this objection to chloroform was

first brought out, I went out to the Morningside Lunatic Asylum,

and there found, with Dr. Skae, that eleven cases of puerperal mania

had been admitted from Edinburgh into that institution during the

preceding year ; but by an extraordinary series of chances none of

these eleven patients happened to take chloroform during their

labours. And I have no doubt that the obstetric use of anaesthetics

sometimes prevents, rather than produces, the supervention of puer-

peral insanity. I have already alluded to an illustrative case.

After her first five labours, a patient, as I stated to you, was each

time attacked with puerperal insanity, and was each time sent to a

lunatic asylum for recovery. During her sixth labour she insisted

on getting chloroform, averring that her mind had always previously

become upset in consequence of the extreme intensity of the suff'er-

ings which she endured. After this, her sixth labour, and the first

in which she used chloroform, no symptoms of insanity appeared.

She attributed, and perhaps quite correctly, her escape on this

occasion from her dreaded malady, and from the horrors of a lunatic

asylum, to the use of chloroform during her labour.

But, recurring again to the question of the toxsemic origin of

puerperal insanity, I would beg further to observe that we have an

additional argument in favour of this view, in the fact that in a large
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proportion of cases of the disease we have present at its commence-

ment a marked state of albuminuria.

Its Connection with Albuminuria, etc.

We have discussed the dependence of Puerperal Mania upon

1. Hereditary predisposition to insanity j 2. Upon ansemia and ex-

haustion ; 3. Upon the peculiar state of the sexual system that

exists after delivery
;
and, 4. I have tried to show you the probable

production of the disease by blood-poisoning, or toxsemia. Let me
now direct your special attention to its connection with a more

patent and discoverable morbid chemical state, viz.

5. Alhumimiria.—Few circumstances in modern pathology are

more striking than the frequency with which the presence of albumen

in the urine—as detected by heat and nitric acid—is found to pre-

cede, complicate, or follow, various diseased actions in the animal

economy. Before Dr. Bright drew the attention of the jirofession

to the subject of albuminuria, now some five-and-thirty years ago,

the condition of the urine, particularly in regard to the existence of

albumen in it, was rarely—or almost never—looked for in practice.

All this is greatly changed now. You know how constantly albu-

men is tested for in modern clinical medicine and surgery—what a

long catalogue of medical affections it is found to be connected with

—and how important an indication albuminuria generally is as a

test of th6 'insusceptibility of patients to undergo the greater chi-

rurgical operations. The same state of albuminuria is found to play

also an important role in some points of the obstetric pathology of

the present day. As long ago as 1818, Dr. Blackball gave, in his

work on dropsy, a very brief notice of a case of albuminuria in a

pregnant female, complicated with anasarca. It was not, however,

I believe, till 1843 that 'the frequent, or indeed almost constant,

connection of albuminuria with puerperal convulsions—the most im-

portant of all the ascertained complications of albuminuria with

midwifery—was published.

During three or four years before the date which I have men-

tioned, I had repeatedly ascertained that the oedema wliich so gene-

rally precedes puerperal convulsions was connected with the presence

of albuminuria. In several cases of pueri>eral convulsions I liad

found albuminuria as a precedent and accompaniment of that

disease ; but I had no opportunity of ascertaining, by dissection,

the co-existence of disease of the kidney witli puerperal alburai-

VOL. III. 2 0
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nuria and convulsions, until a fatal case occurred in 1843, a note of

which, and of this connection of these two morbid states, was pub-

lished by me in the Monthly Medical Journal of that year. The

late Dr. Lever published, in the last number of the " Guy's Hospital

Reports " of 18-13, a most excellent and masterly paper on the same

subject ; and from that date the dependence upon, or rather the pre-

cedence and co-existence of, puerperal convulsions with albuminuria

—and generally with albuminuria in a highly-marked degree—has

become an acknowledged fact in obstetric pathology. I have seen

and described other complications and disorders of the nervous

system with puerperal albuminuria, besides convulsions. Affections

pf the motory powers in the way of imperfect local paralysis of one

or more extremities, passing onwards sometimes to the extent of

hemiplegia or paraplegia, occasionally occur in connection with al-

buminuria during pregnancy. I have seen during the puerperal

state two instances of partial immobility and twisting of the half of

the face from paralysis of the portio dura of the seventh pair, com-

plicated with the presence of albumen in the urine. Local muscu-

lar spasms and contractions are more rarely found to be produced

by it ; and let me note incidentally, as I pass, that you will often

find laryngismus stridulus in infants complicated with albuminuria.

Obstinate vomiting in pregnancy is sometimes connected with it.

I have traced occasionally the recurrence of abortion and premature

labour to the same complication. Puerperal lesions of the senses,

particularly of hearing and sight, are very generally found to be

dependent on it. More or less marked amaurosis is not rare in the

pregnant and jDuerperal states ; and puerperal amaurosis is, in prac-

tice, a very certain sign of puerperal albuminuria. I have only

found it, indeed, absent in one case, but in this instance the amau-

rosis had already persisted for several months subsequent to labour :

and i^robably the albuminuria had been present in the early stage of

the attack, but had latterly disappeared. Puerperal convulsions,

when severe, are often accompanied with coma ; and various shades

of coma have, alike in the puerperal and in the non-puerperal state,

been often found to co-exist with albuminuria. In 1856 I brought

the connection of puerperal insanity with puerperal albuminuria

before the Edinburgh Obstetric Society, and a short abstract of

these remarks was published in 1857 in the society's proceedings.

At that time I had observed albuminuria in connection with puer-

peral insanity in four successive instances, and I have repeatedly

seen the same connection since that time in various consultation and
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hospital cases. I would have found it, of course, in plenty of cases

before the four I allude to ; but I had, like others, never tested for

it till the first of these four cases occurred, and in it, and the three

next which I saw, the albuminuria was i^resent in a very marked

degree. I am not aware that any observations have as yet been

published by others upon the subject. In the patient whose death

in the infirmary from puerperal insanity forms the groundwork of

the present remarks, it was out of my power to test the presence of

this symptom— as the urine passed constantly away through the

vesico vaginal fistula, and could not be collected for examination.

The cases of puerperal mania which I have had an opportunity

myself of observing and watching, and those that have been reported

to me by my professional brethren, have furnished a series of facts

or elements which may be thrown into the form of two or three pro-

positions. These propositions, however, will no doubt become altered

and varied in several respects, when more extended observations are

made upon the subject. In the meantime it appears, as far as my
present knowledge and experience go,

a. That albuminuria precedes and attends the first access of puer-

peral insanity in a large projiortion of cases ; but perhaps not so

frequently and so constantly as it precedes and attends upon attacks

of puerperal convulsions. I have found it present in eight out of

ten cases of puerperal insanity, at the commencement of the disease
;

and possibly it escaped observation in these two cases from not

being looked for sufficiently early in their progress. For it seems to

me,

h. That the coagulability of the urine in puerperal insanity gene-

rally disappears within a short time after the attack commences, and

hence disappears more speedily than happens in puerperal convul-

sions. The fire of disease goes on burning in these cases of insanity

after the lighted match is merely applied, and the strange morbid

clockwork runs on, as it were, after the key that wound it up is

.withdrawn. I have seen all traces of alljuminuria in puerperal in-

sanity disappear from the urine within fifty hours from the access of

the malady. The general rapidity of its disappearance is, perhaps,

the principal, or, indeed, the only reason why this complication has

escaped the notice of those physicians among us who devote them-

selves with such ardour and zeal to the treatment of insanity in our

public asylums. As another proposition let me state,

c. That when the puerperal insanity recurs in the form of succes-

sive attacks or explosions, each attack may be found connected with
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a new attack or advent of albuminuria. In one of the first cases in

which I had occasion to watch the connection of puerperal insanity

with puerperal albuminuria, two accesses of mania" came on, both

very suddenly ; and the last of them proved ultimately fatal. Be-

tween the two attacks there was an interval in which all symptoms

of any mental disorders were completely absent. The first urine

passed after the access of each paroxysm was highly albuminous.

During the intervals between the two attacks it lost all tendency to

coagulate under either heat or nitric acid.

Puerperal convulsions, which, as I have said, are almost invari-

ably connected with albuminuria, are often attended—particularly

when very severe in their character—with some temporary degree

of incoherence, delirium, or stupefaction ; but they rarely, as far as

I have seen, terminate in true and established puerperal insanity.

Dr. Churchill, however, states that he has seen puerperal insanity

accompany or follow puerperal convulsions in more than one case
;

and instances of the same kind are alluded to by Drs. Reid, Merri-

man, Gooch, Esquirol, and others. Dr. Ingleby seems to have

noticed, in repeated examples, the lapse of puerperal convulsions

into mania. In his essay on Puerperal Convulsions he observes :
" I

am acquainted with several cases of puerjjeral convulsions, which

were succeeded by puerperal mania ; the transition (he adds) might

probably be the result of the large bleedings which were necessary

to subdue the primary disease." We have a more simple and cer-

tain explanation of the connection between them in the pathological

fact that both are found to be dependent upon, and in some way
or other connected with, the pre-existence of albumen in the urine.

But if you ask me, further, How does the presence of albuminuria

in the urine account for the supervention of either puerperal con-

vulsions or puerperal mania ? and more particularl)'^. How can it

originate two such diverse morbid states as convulsions and in-

sanity ]—then in answer I can only, I fear, confess my ignorance of

the probable or possible rationale of the problem. Pathological

chemistry must make very great progress, ere we can hope to solve

perfectly any such deep pathological riddles. The mere presence of

a great amount of albumen in the urine does not in itself aff"ord any

explanation of the result, because the loss by excess of a far greater

amount of albumen from the mass of circulating blood would pro-

duce no special effects or results upon the nervous system. But the

presence of an excess of albumen in the urine is usually accom-

panied with other and far more important changes, directly in the
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chemistry of the renal secretion, and indirectly in the chemistry of

the blood itself. When albuminuria exists, there is always liable to

accomjiany it a diminished elimination of the urea, and perhaps of

other excrementitious matters that pass off by the urine
;
and, conse-

quently, there is a corresponding retention within the circulating

system of these effete substances that should be duly and systemati-

cally thrown off by the action of the kidneys. Urea, when thus

or when otherwise accumulated in morbid excess within the circulat-

ing system, does not, according to the observations and experiments

of Frerichs and others, produce any very special intoxicating or

poisonous effects upon the nervous system, merely per se, or simply

as urea. But the accumulated urea is apparently liable to decom-

pose and become altered under varying influences into various new
organic compounds within the body, some of which, like morphia,

strychnine, coniine, and other vegetable alkaloids, produce different

diseased states, by exerting different toxicological effects upon the

cerebro-spinal and other systems. Dr. Frerichs holds that the mere

simple and common decomposition of the accumulated urea into

carbonate of ammonia is the cause of albuminuria ending in con-

vulsions and coma. Urea, as urea, does not, in his opinion, and

according to his experiments, produce convulsive and comatose

effects ; but these effects are produced by a sudden excess in the

circulating system of carbonate of ammonia, a salt which urea

readily forms when it becomes decomposed. But when the whole

constitution and chemistry of the blood becomes deranged and

altered by the sudden accumulation of the excrementitial materials

of the urine within it, as is always liable to happen in puerperal

albuminuria, other organic toxicological agents may become de-

veloped within the system from the decomposing urea or other com-

ponents of the urine—possibly some of these newly-formed products

or agents of an alkaloidal character—and one or other of which may

be as certain of exciting delirium and insanity, as an overdose of

morphia or brucine, or other poisonous vegetable alkaloids, is certain

of exciting their special toxicological effects upon the economy.

Mr. Calvert and other chemists have lately found organic alkaloids

of various, and most of them of still unknown tj'pes, formed during

animal decomposition. In the blood of the puerperal female

—

greatly modified as it is in the normal states of pregnancy and

delivery, and containing as it does after parturition the effete

elements of the involving or disintegrating uterus, and the materials

for the new lacteal secretion—ferments, and agents may possibly
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exist, which are more apt to develop special morbid poisons out of

the retained renal excretions than happens in other states of the

system. But I repeat, the whole subject is yet quite dark and con-

jectural, and will remain so till pathological chemistry is able to cast

some light upon it.

6. First Deliveries.—It has been well ascertained that puerperal

convulsions occur much more frequently in connection Avith first

than in connection with subsequent labours, and that, consequently,

puerperal albuminuria is correspondently more common in primi-

parous than in multiparous patients. Puerperal insanity is appa-

rently also in the same way, and probably for the same reason, but

not perhaps to the same extent, observed more frequently after first

than after future labours. Wlien speaking of the relations of con-

vulsions to insanity, Dr. Eeid quotes authority to the effect " that

each of them is more liable to attack the female in her first accouche-

ment than in after ones." Marc6 found that among 54 cases of

puerperal insanity, 1 4, or about 1 in every 4, were primiparse. Out

of a list of 53 cases collected by Dr. Gundry, 18, or about 1 in

every 3, were found to have been attacked with the disease in con-

nection with their first pregnancy and first parturition.

7. Mental Emotions.—We occasionally find, in the case of puerperal

patients, in whom all the circulatory and secreting functions are

disordered and deranged, in consequence of parturition and the

resulting changes in the generative and mammary organs, that a

shock which, in other circumstances, would have produced no more

dire result than a passing mental emotion, may have the effect of

disturbing completely the mental balance, and calling forth all the

symptoms of one of the most distressing and dangerous forms of

madness. Many years ago I had under my care a patient who had

just recovered from her first labour, and had been going on

extremely well for about a month, when she was abruptly told by a

gossiping old lady whom she received in the drawing-room, that her

father had become a bankrupt during the period of her confinement.

This distressing news had previously been most sedulously kept

from the patient, and when thus suddenly and senselessly informed

of it, she was led back to her bedroom quite insane, and died of a

rapid and acute attack of puerperal mania. Another case, of a still

more painful character, happened in the practice of a friend here.

A lady—one of that rather numerous class of people who have a

constitutional horror of mice—had made her husband happy by

giving birth to a child, and was making a favourable recovery. A
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sister-in-law, who had a deep dislike to this Lady, sent her a few days

after her confinement a box, whicli slie opened for herself in bed, in

the expectation of finding a present for her infant, when she was

literally " frightened out of her wits," by the escape of a lot of

living mice ; for such was the cruel gift of her evil-minded relative.

The influence of mere mental or moral emotions in giving, on the

large scale, an increased tendency to the production of puerperal

mania, has been fully proved by various authors, through an appeal

to one variety of evidence—viz. the relative proportion of cases of

the disease among married and unmarried mothers. This unfor-

tunate latter class of patients are, it will be allowed on all hands,

far more under the influence of depressing moral emotions, during

parturition and the puerperal state, than married females are.

They are also, proportionately, much more liable to attacks of

puerperal mania, according to most writers upon insanity. But the

mental emotion and depression in these instances probably acts

intermediately on the mind by its morbific agency on the body. I

have only seen one instance of late years attributable to such a

primary depressing mental cause, and in this case the urine was as

highly albuminous as it is usually found in puerperal convulsions.

The history of the patient was in various respects most jjainful and

unusual. A lady came from a distance of several hundred miles to

be under my care here at her accouchement. She brought an un-

married sister with her as a companion. A few days after my
patient was confined, this unmarried sister told her that she had got

an urgent letter to run up to London to see a sick relative there who

was very ill ; and she went off hurriedly and almost abruptly on

this pretended mission of mercy. Within a week Dr. Weir asked

me to visit with him a patient who had come in during labour into

the maternity hospital, suffering under acute puerperal mania, and

who raved at times of a relative who appeared to be a patient of

mine. On going to the hospital I found the unhappy unmarried

sister of my patient. The attack of insanity in her, though

probably excited by the terrible predicament in which she found

herself involved, was still a mania attended, if not preceded, by

albuminuria. The urine was still very highly coagulable when I

first saw her, and this morbid state had been already ascertained to

exist some days previously. There is still another form of mental

aberration, sometimes spoken of by authors as a kind of puerperal

mania—viz. where delirium occurs, as
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8. A Complication of Inflammatory Diseases in the Puerperal State.

—To this variety of mental disorder, which is no real form of puer-

peral,mania, I refer now merely to warn you against the error of

supposing that puei^peral mania itself depends on any inflammatory

affection of the brain or its membranes. Meningitis or phrenitis

may come to be set up in any case of puerperal mania, and to

diminish in no small degree the patient's danger
;
but, as was first

clearly pointed out by Dr. Gooch, there is no necessary connection

between the two forms of disease, and even their association in any

case is but a rare coincidence.

I need not occupy your time with any lengthened remarks re-

garding the

Semeiology of the Disease.

The forms which insanity usually assumes in the puerperal

female are those of mania and melancholia— most frequently

the former. But there is nothing special in the character or

symptoms of puerperal insanity as distinguished from other forms

of insanity. The symptoms, when the disease is established, are

simply those of common mania or common melancholia, or of some

intermediate type of mental disorder. Before the attack the patient

is usually for a time restless and irritable, and does not sleep. If

you have a puerperal patient complaining of great or total want of

sleep, watch her narrowly and anxiously ; for she may speedily lapse

into insanity. All the more if she have any known hereditary ten-

dency to the disease. If, in addition to this wakefulness, you discover

the urine to be albuminous, the probability of insanity impending over

her becomes only the greater. The first suspicious symptom of the

actual disease generally consists in some oddity of thought, or of

expression, or of affection. I lately saw a case in the country where

the patient's insanity began with her insisting upon her doctor, at

one of his visits, baptizing her infant. She is markedly different in

some of these points from what she is naturally. She begins be-

times to utter nonsense, or to talk very volubly, and falls at last

into a state of complete delirium, when, unless she be constantly

watched, she may make some unhappy attempt on her own or

another's life. Or, again, the patient may begin by being low-

spirited and dull, refusing her food, and taking no interest in her

offspring, or even showing an aversion to it ; she takes an unreason-
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able and unnatural dislike to her husband, her nurse, or her medical

attendant : or harbours peculiar suspicions regarding them or

regarding her food, fearing that she is to be poisoned or otherwise

killed, and gradually settles down into a state of confirmed

melancholia. The remarks I have to make regarding the prospect

of the patient's recovery, and the means of treating the disease, I

must reserve for another opportunity.
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LECTUEE XXXVI.

ON PUERPERAL MANIA— ITS PROGNOSIS AND TREATMENT.

PUERPERAL HYPOCHONDRIASIS.

Prognosis.

Gentlemen—There are two kinds of danger in puerperal mania

;

and the prognosis in regard to each individual case of the disease is

founded on two classes of symptoms. These two dangers are— 1st,

Danger to the patient's life
;
and, 2d, Danger to the patient's reason,

or, in other words, the chance of her speedy or ultimate restoration

to a state of sanity.

As far as regards impending danger to the patient's life, you

have to found your prognosis on that point principally upon the

amount of vascular excitement which accompanies the attack. In

most acute diseases, and in the most dangerous stages of those that

are not essentially acute, our prognosis is generally regulated by the

same circumstance— the amount, namely, of vascular excitement

that is present, as ascertained by the rapidity and state of the pulse.

When, as students and young practitioners of medicine, you require

to report upon any case of puerperal or surgical fever, or any other

type of acute disease to an old and experienced physician, you will

generally find that, while he listens with complacency to your detail of

all the symptoms that may be present, he is always specially anxious

to know the rate of your patient's pulse, because on it he specially

founds his ideas of the patient's state of relative safety or danger.

An acute disease with a pulse not above 90 or 100 is seldom at-

tended with danger to life. The same disease in another case,

though some of the concomitant symptoms may appear less severe,

if connected with a pulse running up to 120, 130, or more, is never

unattended with danger to life. The same pathological law holds

particularly true with regard to the prognosis in puerperal insanity.

In those oases of this malady where the pulse becomes very rapid,

life as well as reason is in danger, and the probability of a fatal

issue is great almost in proportion to the rapidity of the pulse.



PROGNOSIS. 571

These are the cases of acute puerperal mania which sometimes end

fatally in a few days. Dr. Gooch adverts to this matter of pro-

gnosis in such terms as will perhaps impress the fact more power-

fully upon your memory than any words which I could employ. In

his essay on Puerperal Insanity, after quoting a passage from the

manuscript copies of Dr. William Hunter's lectures, to the effect

that when patients are affected with puerperal mania, " attended

Avith fever like paraphrenitis, they will in all probability die," Dr.

Gooch goes on to relate the following instructive history :
—

" One

evening," says he, " several years ago, a surgeon called on me wish-

ing me to return with him many miles into the country to see his

wife, who had become maniacal a few days after her delivery. I

was at that time attending a lady in her first labour, whom I could

not leave ; but I offered to go with him if he Avould wait till the

labour was over. It was going on wearily, there was no pro-

spect of its being over before the morning ; and as he was anxious

to return home, he took another physician whom I recommended.

Before leaving me, however, he said he should like to talk Avith me
about the case. I took down a volume of Dr. William Hunter's

manuscript lectures, and showed him the passage which I have

quoted above. He said he was sorry to read it, for that his wife's

pulse was very rapid. About a week afterwards I heard that she

was dead."

Allow me to qualify these remarks with one observation. It is,

I believe, quite true, that if your patient is affected with puerperal

mania in any form, but without the pulse being high and excited,

there is little or no danger whatever to her life, whatever danger

there may be to her reason. But every case of puerperal mania

complicated with a rapid pulse is not necessarily a disease so very

fatal in its tendencies as Dr. Hunter's and Dr. Gooch's words

might lead some of you to infer. In practice you will find that

occasionally cases attended by a rapid and irritable pulse do get

quite well ; and when such patients recover, their convalescence to

sanity and perfect health is sometimes, I think, more rapid than in

cases in which there is no vascular excitement attendant upon the

disease. In short, you have great reason to fear a fatal result in

puerjjeral mania, if, along with the mania, the patient's pulse is ex-

tremely rapid ; but you are not by any means to despair at once

and entirely of the recovery of such cases. I have repeatedly seen

perfect and speedy recovery follow under these circumstances.

When, however, the vascular excitement subsides, and the bodily
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health becomes restored, without, however, the sanity of the patient

becoming restored also ; and in cases, again, where, from the first,

there is much mental, with little or no bodily disturbance—in all

such cases, I say, though there may be, and is, no danger, to life,

there is danger to the patient's reason, and the state of insanity is

likely to continue for some period. Your patient may be raving

wildly in the most alarming paroxysms of violent excitement, or

hopelessly sunk in the most apathetic melancholy ; the disease may
have lasted only a week or a month, or may be of much longer dura-

tion ; but so long as the pulse does not rise above 100, there is no

immediate danger to her life. How long insanity, however, will

continue, it will be impossible for you to foretell. You cannot pre-

determine its duration. Puerperal insanity assuredly often termi-

nates in a few days, or within a week or two ; and even when it

passes this period, and the patient requires, in consequence, removal

from her friends, you can always give them the comforting assurance

that more frequently here than in almost any other form of insanity,

delusions are dispelled, and the mental powers ultimately recovered.

My own impression is, that about two out of every three patients

recover perfectly before six months have elapsed. Others only recover

after a more prolonged illness. A considerable number remain ever

afterwards in a state of chronic or permanent insanity.

Treatment of Puerperal Mania.

The question of the greatest importance and interest in relation

to this, as to most other forms of disease, is that which concerns its

treatment ; and here you will find the treatment of the disease to

vary according as you see the patient : 1st, When the symptoms

first begin to show themselves, and the patient is labouring under

an acute attack
;

or, 2dly, After the earlier and more acute symp-

toms have subsided, and the disease has assumed a more chronic

form.

I have sometimes wondered what the practitioners of the olden

times did with their patients when they were the victims of chronic

or subacute insanity. Of asylums, certainly, there were few or

none. In Dugdale's Monasticon Anglicanum there is a long list of

hundreds of hospitals in England in the mediaeval times. Some of

these hospitals were for the reception of patients afflicted with lep-

rosy, and other forms of disease ; some for the old and debilitated
;

others were for the entertainment of the benighted traveller, and for
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security against Avild beasts— so, at least, the charters state.

Several years ago, when searcliing through this long list, I found

only one hospital—and that an extremely small one—in all Eng-

land, for the reception of lunatics. It would be a curious subject

for some writer to inquire into the f;ite of lunatics in these ancient

times ; and various data exist that would aid him in such a purpose.

We know, perhaps, a little more of what was done in these olden

days with acute cases of insanity ; for the modes which they used

then for the management of these cases continued to be used in

Wales and the Highlands of Scotland up to a comparatively late

period ; the medical science and medical lore of one period having

become, after a succession of ages, the so-called folk-lore and

superstitious usages of times nearer our own. Up to the end of

the last century patients attacked with insanity, of a puerperal or

other kinds, were occasionally dipped in lakes and wells, and left

bound in the neighbouring church for a night. Loch Maree, in

Ross-shire, and St. Fillan's Pool, in Perthshire, were places in which

such unfortunate patients were frequentlj^ dipped. Herad, in his

Jounmj through Scotland, in the last century, states that it was

affirmed that two hundred invalids were carried annually to St.

Fillan's, for the cure of various diseases, but principally of insanity.

The proceedings at this fiimous pool were in such cases an imitation

of the old Greek and Eoman worship of ^sculapius. Patients con-

sulting the -iEsculapian priest were purified, first of all, by bathing

in some sacred well ; and then having been allowed to enter into

and sleep in his temple, the god, or rather some priest of the god,

came in the darkness of the night and told them what treatment

they were to adopt. The poor lunatics brought to St. Fillan's were,

in the same way, first purified by being bathed in his pool, and then

laid bound in the neighbouring church during the subsequent night.

If they were found loose in the morning, a full recovery was confi-

dently looked for, but the cure remained doubtful when they were

found at morning dawn still bound. I was lately informed by the

Kev. Mr. Stewart, of Killin, that in one of the last cases so treated

—and that only a few years ago—the patient was found sane in the

morning and unbound ; a dead relative, according to the patient's

own account, having entered the church during the night and loos-

ened her both from the ropes that bound her body and the delusions

that warped her mind. It was a system of treatment by mystery

and terrorism that might have made some sane persons insane ; and

lience, perhaps, conversely, some insane persons sane. Mr. Pennant



674 PUERPERAL MANIA.

tells US that at Llandegla, in Wales, where similar rites were per-

formed for the cure of insanity—viz. purification in the sacred well

and forced detention of the patient for a night in the church, under

the communion-table—the lunatics or their friends were obliged to

leave a cock in the church if he were a male, and a hen if she were

a female—an additional circumstance in proof of the ^sculapian

type of the sui^erstition. But perhaps, after all, the whole is a

medical or mythological belief, older than Greece or Rome, and

which was common to the whole Aryan or Indo-European race in

Asia before they sent off westward over Europe those successive

waves of population that formed the nations of the Celt and Teuton,

of the Goth, and Greek, and Latin. The cock is still occasionally

sacrificed in the Highlands for the cure of epileps}'' and convulsions.

A patient of mine found one, a few years ago, deposited in a hole

in the kitchen floor ; the animal having been killed and laid down at

the spot where a child had, two or three days previously'', fallen down

in a fit of convulsions. Other methods were followed in the cure

of mania of a less violent character than the orgies of St. Fillan's,

or the dragging of the poor patient at a boat's tail around the

Island of Loch Maree. In the oldest piece of Scottish history that

is extant—viz. The Life of St. Coliimba, by Adamnan—a well that

was used as a curative means by the Druids, and various medical

superstitions, are mentioned. Among others the blessing of a

charmed stone by St. Columba is related. The water in which this

stone was immersed, when drunk by a patient, cured all kinds of

diseases, except death from old age. It was more potent than all

the remedies in all our pharmacopoeias. At least, one might believe

so, if the rapidity with which it restored to health the Druid of King

Brude could be credited. Several such potent charmed stones and

amulets have had a great reputation in Scotland : as the Lee-penny

—the "Talisman" of Sir Walter Scott—for which the family of

Lockhart were offered £6000 in the seventeenth century, by the

magistrates of Newcastle, in consequence of its supposed efficacy in

the cure of the plague ; the curing-stone of the Campbells of Glen-

lyon, and the standard-stone (Clach-nd-Braiach) of the Chief of

Struan, entailed as strictly as his lands, and which the chief himself

must dip in water, or otherwise the curative power of the crystal is

not evolved. In the Antiquarian Museum here is a slice of ivory

which formerly belonged to the old house of Barbreck, in Argyle-

shire. Drinking the water in which " Barbreck's Bone " was dipped

was long believed in the Western Highlands to be an infallible
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remedy for insanity. We hcwe a very old report of a case of puer-

peral insanity, which happened some six centuries ago, at Mussel-

burgh, in the neighbourhood of Edinburgh
;
you will find it recorded

in Reginald of Durham's account of the Life and Miracles of Goderic,

the celebrated hermit-saint of Finchale, in the county of Durham.

This patient had borne twins, and in a fit of puerperal insanity had

destroyed one of the children, and nearly killed the other. The

disease was attended, apparently, with daily paroxysms or exacer-

bations. Reginald tells us that she was led to various sacred spots

in Scotland celebrated for the cure of this malady, but she was

never completely cured till she visited the hermitage and grave of

St. Goderic. You will find that he is alleged to have cured other

patients, upon whom a pilgrimage to St. Andrews and elsewhere

had produced no salutary effect. All this occurred, as I have said,

many centuries ago—for the saint during his life got a present of

two bovates of land in the Lotliians from King Malcolm the

Fourth, a prince who began to reign about the middle of the twelfth

century. St. Goderic interfered in the cure of other obstetric

maladies besides puerperal insanity. A visit to his hermitage is

said to have immediately brought on labour in a person where preg-

nancy had been protracted for some twelve months or more. The

wife of Henry of Pencaitland, in East Lothian, had lo.st three

children by abortion or premature labour : the husband visited the

saint at Finchale, who prescribed the wearing of a charmed girdle

around his wife's waist during pregnancy. This girdle had the

alleged power, like the similar girdles of St. Waltheof and St. Au-

gustine, of utterly preventing all mishaps during utero-gestation
;

and subsecj[uently, of course, the Scottish matron bore her lord a

large family. But it is time, and far more than time, that we should

hurry on to the consideration of our more modern notions of the

treatment of puerperal insanity.

A. Treatment at the Onset of the Disease.

L Bleeding.—At one time the almost universal rule in this, as in

so many other forms of disease, was to begin the treatment by a

more or less copious venesection. All our ideas in regard to this

measure are undergoing, as you well know, a perfect revolution.

But even before the ideas of medical men regarding the value of

venesection in other maladies had begun to change, Esquirol and

other authorities on the subject of insanity had pointed out that in
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tlie treatment of puerperal mania it was useless, or even injurious.

Further experience has only served to show that bleeding is actually

injurious in this kind of disease ; and that patients who have been

bled do not recover so readily as those who have not. You can

easily understand how this should be so, when I anticipate an ob-

servation I shall afterwards have to treat of, and tell you that in the

chronic stages of the malady it becomes almost always necessary to

feed up the patient, and endeavour by all means to restore the vigour

of her constitution ; and this indication is always more difficult

of fulfilment in those cases where the patient's vital powers have

been to some extent reduced by a copious venesection. I would

have you, then, strictly avoid bleeding any woman who happens to

become the subject of puerperal mania, merely because she is insane.

If there be any condition under which this rule may ever be in-

fringed, and a partial bleeding permitted, it will be in the case of

those patients in whom the symptoms lead you to fear that some

inflammatory condition of the brain or its membranes coincides

with the mental derangement ; but such complications are assuredly

extremely rare.

2. Vascular Sedatives.—Bleeding is too severe a measure to be

employed in any case of simple puerperal mania ; but where there

is great excitement, and the pulse perhaps is high, it comes to be

an empirical indication of no small importance to fulfil, to reduce

the excitement and quiet the exaggerated action of the heart and

vascular system. Various medicinal agents may be employed with

this view, such as antimony or ipecacuanha, in depressing doses ; or

one or two drops of tincture of aconite—or of the tincture of vera-

trum viride—may be administered. While thus bringing powerful

depriments or sedatives to act on the central organs of circulation,

external derivatives may be applied to the more distant set of blood-

vessels by the application of heat to the extremities ; or by tying a

bandage round one of the limbs, so as to keep a large quantity of

blood for a time out of circulation, thus producing all the eff"ect of

a series of large cupping-glasses. Cold applied, in the form of a

douche, to the head, or to the whole body, has a powerfully depress-

ing action, and may sometimes be employed. But not only are the

general excitement and the irritability of the vascular system to be

subdued, we must also endeavour to counteract, as far as possible,

the super-polarity that exists in the nervous system by the adminis-

tration of the various

3. Nervous Sedatives.—Of these camphor was the remedy most



USE OF OPIUM. 577

frequently employed by Dr. Gooch in the treatment of puerperal

mania ; and you will do well to have it in recollection as a remedy

that may sometimes prove serviceable. Opium is beneficial in some

cases. In others it proves of no avail. You may remember that, in

my last lecture, I called your attention particularly to the great

degree of wakefulness that sometimes precedes the attack
;
and,

bearing that in mind, you will see that in some cases it may i)rove

of great service to administer to the patient an anodyne which shall

counteract her restlessness, and send her oft" to sleep. But it is

often as difficult to get a patient to sleep who is threatened with an

attack of puerperal mania as it is to put to sleep a patient with

commencing delirium tremens—sometimes even more so. A patient

threatened with delirium tremens, as you know, usually feels sleep

stealing over him in sixty or seventy hours after the commencement

of the attack, whether he has got opium or not ; but a patient with

commencing jmerperal mania may remain restless and wakeful for

several days and nights before the excitability begins to subside.

When once the patient does fall into a good sound sleep, however,

her case becomes more hopeful, and the probability is that she M'ill

waken up tolerably well. This kind of sleep it must be your en-

deavour to promote or procure. If the patient is not so violent as

to forbid the use of a warm bath, and such a bath be at hand, it

sometimes acts as an excellent anodyne in this disease. Medicines

are oftener used for the fulfilment of this indication ; and I have

seen some cases where an attack of mania has been cut short by a

good full opiate administered with this view. The great difliculty

is to get the patient to take the medicine. Sometimes she is too

mad to swallow it, and too outrageous to be controlled. Whatever

may be the way in which you give the drug, remember always, as

the grand rule to guide you in its administration to such patients,

that it must be given in very large doses. If you expect to have

any good effect from it, you must give in general not less than two

or three grains of solid opium, or an equivalent dose of some of

the cognate preparations. You may give it by the mouth, or in the

form of an enema ; or when the patient cannot or will not swallow,

and will not admit of an injection, you may succeed in introducing

the drug in the form of a suppository into the rectum. A supposi-

tory containing half-a-grain, or a grain, of morphia is one of the

most convenient and efficacious means of administering an opiate,

especially for the relief of pelvic or abdominal pains in cases where

the stomach is too irritable to tolerate any other preparation of the

VOL. III. 2 p
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medicine. But to produce any effect on a patient threatened with

puerperal mania, you will require to use a suppository containing

perhaps one or two grains of the morphia. Some years ago I was

sent for to see a lady about forty miles from Edinburgh, the second

wife of a gentleman whose first wife had died of puerperal mania.

The lady Avhom I had come to see was still in the stage of restless-

ness, had been chattering continually for some days, and refused to

take any kind of medicine, or to admit of the administration of

opium in any form. She recognised me when I entered her room,

and rebelled at once, declaring she would have none of my remedies.

With some little management, however, I succeeded in passing into

the rectum a suppository with two grains of morphia, with this

result, that in an hour or so she fell asleep, and after sleeping about

sixteen hours she woke up well, and had no recurrence of her

maniacal symptoms. In some cases you may get the patient to

sleep by bringing her under the influence of ether or chloroform. I

have sometimes found that a patient, after being anaesthetised by

means of chloroform, has continued to sleep on, and has afterwards

wakened up quite well. More frequently, however, she awakes in

the same state as when she went to sleep—no better, but also with

no aggravation of the symptoms. In all cases, therefore, where

such remedies are not contra-indicated, you ought to give the patient

the chance of recovery offered by the use of opium or chloroform.

In using the chloroform, you must see to have the patient fairly

anaesthetised and fully asleeja ; and you must either remain with the

patient, or have some competent person beside her, to keep up the

anaesthetic condition, by making her inhale a fresh quantity of the

drug whenever she gives signs of awaking, as she is likely to do

every half-hour or so. In some cases, as I have shown you, you

may expect by this kind of treatment to cut short an attack of the

disease. I have known the remedy successful in several instances,

producing at once a cure. But this happy result, alas ! does not

follow in many. In nine cases out of ten, after the patient recovers

from the influence of the narcotic or the anaesthetic, the symptoms

recur, and the malady continues its progress unchecked. In these

—the large majority of cases—therefore, you must seek to combat

the disease by other means.

4. Specifics.—It is a fair subject of inquiry whether some kind

of specific may not be discovered for the cure of puerperal mania.

It may be long before chemists find out for us the nature of the

morbific agent on which so many of the symptoms seem to depend
;
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but if such could be found, its antidote, or some kind of remedy

which would counteract it or expel it from the system, might also be

discovered. Or a specific may yet be found out which may cure

puerperal mania as certainly, though as inexplicably, as quinine

cures ague. As yet, however, we possess no such specific. And
in the meantime, not knowing even what we have to fight, we must

content ourselves at first with administering nervous sedatives in the

way I have explained, and afterwards attempting to clear the system

of any noxious agencies by means of

5. Depu/rants.—If the stomach be overloaded, or have in it some

indigestible matters, it may be well at the outset to administer an

Emetic. The administration of an emetic has been said, indeed,

sometimes to eff"ect a cure ; but although I have seen it frequently

tried, I certainly never saw a cure result from making the patient

vomit. Purgatives may be employed, perhaps, with a more hopeful

prospect. The bowels are sometimes apt to be loaded, and their

evacuation affords the patient much relief, and tends to allay her

irritability. Moreover, the accumulation of oiTensive matters in the

intestinal canal seems occasionally, though very rarely, to keep up

the maniacal condition after the disease would otherwise subside.

Dr. Gooch has recorded the history of a very interesting case of some

standing, in which the administration of an active aperient " pro-

cured a very large evacuation, nearly black, and horribly offensive,"

which was followed by a second stool " of prodigious size ; " and

immediately the patient became calm and sensible, and soon re-

covered completely. Such a rapid recovery, of course, you must not

expect to see oftener than once in some hundreds of cases. But you

must bear it in mind, and when in any case the foul, furred tongue,

the heavy breath, and the constipation of the bowels, give token of

an accumulation of fecal matter in the intestinal canal, you must

not hesitate to give an active purge, so as to produce a full and free

evacuation. It may alleviate in some degree the patient's symptoms,

and excessive irritability, although it will not cure her disease. By

means, then, of the narcotics, sedatives, purgatives, and other

remedial agents to which I have been alluding, you will succeed

usually in moderating the violence of the attack, and sometimes in

arresting the disease altogether at its commencement. But when

these fail, or only partially succeed, you must be prepared to put in

practice some kind of
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B. Treatment after the Disease has becoime established.

1. Nutrition.—When the first outbreak of the disease is over,

and the patient has subsided ^into a more quiescent condition, she is

usually very much depressed, the pulse is weak, and the whole

system low, and evidently requiring to be stimulated and supported.

Almost every patient, indeed, who has been for some days, or weeks,

or months, the subject of puerperal mania, requires to be well fed,

to be allowed a good, full, nourishing diet, and even sometimes to

be put upon wine or other stimulants. In some cases it becomes a

matter of no small difficulty to get the patient persuaded to swallow

even the smallest modicum of food ; but it is always to be regarded

as a hopeful symptom when she can be got to take it willingly. The

late Dr. Malcolm, Physician to the large Asylum at Perth,—and

there were few men in the profession better qualified to give an

opinion on this subject than he was,—told me that in all his long

experience he never lost a patient from puerperal mania who had

once been persuaded to swallow some food. And I have frequently

had an opportunity of observing how well such patients recover when

once they begin to take an adequate amount of food, and are

properly nourished, and when the system gets out of the chlorotic

or anaemic condition in which in such cases it frequently is sunk.

At an early period, therefore, you must direct your earnest efi"orts

towards having the patient nourished by a due supply of good food,

and where the patient refuses to take it willingly, means must be

taken to introduce it into the system either in the form of a clyster,

or far better still, regularly, through a stomach-tube. My friend Dr.

Scott, of Musselburgh, lately fed with the stomach-tube, for six

weeks, a patient who was the subject of puerperal mania, and who
refused all nourishment. She subsequently recovered perfectly.

2. Attendance.—A patient who is the subject of puerperal mania

requires to be constantly watched and tended ; and it sometimes

happens that among her own relatives one may be found capable of

undertaking her management. But in the usual run of cases you

will not feel yourself secure in trusting such patients to the care of

their friends, and you will do well to place over her some trained

or experienced nurse who is duly qualified to take charge of her and

to follow out all your directions. So far as intercourse Avith the

patient's friends, indeed, is concerned, it is usually best, at least in

the first instance, to have her entirely separated from them, and to

allow of no direct communication whatever. At a later stage of the
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disease, when delusions begin to lose their predominance, and the

mental processes to return to their natural course, it sometimes

expedites her recovery to allow the j^atient to have an interview

with her husband, her family, or her other relatives
;
but, while the

disease is still acute and the delusions strons;, the sis^ht even of

those with whom she is in daily communion sometimes has the

effect of producing an aggravation of her paroxysms. Hence, as I

have said, it is best, when the patient is much excited, to have her

secluded from all her friends.

3. Confinement.—After the patient has been ill for a week or

two, it becomes a serious and anxious question how far she is to be

subjected to restraint, and whether she should be kept at home or

sent off to an asylum. In most cases it is of no use, and will do

more harm than good, to put the patient under any personal

restraint. If she remains at home, she must be well watched and

tended, and kept sedulously free from all forms of excitement. It

is generally, unless the fit is very severe, not advisable to send her

off at once to an asylum : there is a strong feeling against it in the

minds of the patient's relatives, and, however mad she may be, she

has usually sense enough to be able to know and understand what

you intend to do with her, and the mental emotion that results

might act injuriously on the progress of her disease. Under such

circumstances, I believe you will do 3'our patient more good by

sending her to some cottage at a distance from home, under the

charge of a good nurse, who will watch and attend her, and keep

her secluded from all society, and in the most pei'fect quiet. You
will find Esquirol and other writers of experience in this subject,

stating that patients affected with puerperal mania frequently

recover more rapidly when they are sent to live or travel at a dis-

tance from home, than under any kind of treatment carried out

among scenes and circumstances to which they are habituated. But

there are cases where the maniacal symptoms from the first are so

marked and violent, and others where, after every means has been

tried without much effect, and the patient has settled into a kind of

chronic mania, you will act the kindest part to the patient and the

patient's friends by recommending her to be placed in an asylum
;

and in such cases this recommendation will sometimes be followed

with the happiest results. I was once in charge here of a patient

from the west of Scotland, in whom the disease had taken this

form, that she thought every nurse who was placed in charge of her

put poison into everything she had to take, and who was in some
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danger of starvation from her steady refusal to take food, which she

ahvays thouglit to be poisoned. This lady, after living in a cottage

for some months with nurses and attendants, was at last sent into

our asylum at Morningside ; and in ten days afterwards she was

completely recovered. She was allowed to converse at will with

the other inmates, and in her case it happened, as it has happened

with others, that intercourse with the insane happily served to

dissipate her own insane ideas.

4. Bestoration of the Menstrual Function.—An indication of great

importance, which you will require sometimes to attend to in the

treatment of patients affected with this disease, is to bring back the

catamenial discharge. Some patients continue to be more or less

deranged until the menses return ; and I have once or twice seen

them remain in this condition until, by the application of nitrate of

silver to the interior of the uterus, the discharge Avas fairly re-

established.

Puerperal Hypochondriasis.—Tincture of Actea.

Before closing these observations, allow me to direct your

attention for a minute or two to a morbidly depressed state of mind

which you will sometimes meet with in practice, weeks or months

after the patient has been confined. When a patient has been much

pulled down by hemorrhage, or becomes exhausted by nursing, a

state of anaemia or chlorosis, attended by more or less mental de-

pression, want of energy, and loss of memory, particularly of proper

names, will supervene, requiring the administration of an improved

diet, wine and tonics, such as iron and quinine. But occasionally

an analogous degree of mental misery and depression comes on with-

out any preceding hemorrhage, and when the mother has not acted

as a nurse at all. These cases are generally cured by the tonic

means I have just alluded to
;
by change of air and scene, when that

is practicable ; and in some obstinate instances, where these measures

fail, you will find Dr. Seymour's plan of steadily giving an adequate

opiate every night, to be a mode of treatment followed by the best

results. Of this type of disease I lately saw a very marked case that

had utterly defied all the proposed modes of treatment, and that

yielded at last with a rapidity which astonished both the patient and

myself, under the use of the tincture of the black snakeroot or actea.

This plant, the Actea or Cimicifuga racemosa, has been long spoken of as

a remedy for rheumatism, and particularly in the more acute forms
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of the disease. In the edition of Gray's Supplement to the Pharma-

copceias, jiublished in 1821, yon will find the use of it in rheumatism

stated. Latterly it has been employed by some American physicians

as their .most valuable remedy in acute rheumatic fever. My very

intelligent and excellent friend Dr. Voris, of Rochelle, New York,

told me, two years ago, that since employing the tincture of actea

in rheumatic fever—-and it is a very common disease in his disti'ict

—he had seen the disease almost always cut short before the eighth

or tenth day ; the drug acting apparently as a simple antidote to

the rheumatic poison, and curing without diuresis, diaphoresis, or

any other discharge. The American physicians give a strong

tincture of the root in acute rheumatism in doses of thirty to sixty

drops every two, three, or four hours. It may be given, if you

choose, along with alkaline salts, or other anti-rheumatic drugs. I

have found it, in my own case, repeatedly cure an attack of lumbago

with wonderful rapidity. Some of the American practitioners who

have written upon actea, have spoken of its use in terms that are,

no doubt, exaggerated. Thus, Dr. Davis, of Chicago, says that,

after much experience, he has no more doubt of the efficacy of actea

in the early stage of acute rheumatism, than he has of the power of

vaccination as a preventive of small-pox. ' But our American

brethren have used actea also extensively in chorea and other

anomalous forms of nervous disease. However unlike rheumatism

and chorea may look to the superficial observer, yet the able

investigations of Dr. Begbie and other pathologists have shown, as

you are aware, an analogy, if not an identity, between the blood-

poison which produces rheumatism and that which produces chorea.

Dr. Physick, of New York, and Dr. Jesse Young, of Pennsylvania,

about thirty or more years ago, recommended actea strongly in

chorea. Latterly, Drs. Lindsay, Kirkbride, Otto, and others, have

published their experience in favour of the same drug in this

disease. In a case of anomalous and severe chorea of long standing,

which was under my care some months ago, the actea was given

with excellent effect. The patient had been previously treated, both

in France and in this country, with zinc, iron, arsenic, and all the

usual remedies employed in this malady. But I have made all

this long episode regarding the actea, not so much to speak of its

use in the preceding diseases, as of its use in puerperal hypochon-

driasis and depression. A lady, the mother of several children, was

twice the subject of the most painful mental despondency a month

or two after delivery. On one of these occasions she was confined
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in London, and had the advice of several eminent physicians ; but

the disease took a very long and tiresome course, seemed to defy

entirely all remedies, and gradually and very slowly terminated.

On the last occasion on which the attack occurred, this patient was

confined under my care here, and went home to England some weeks

subsequently, perfectly well. She returned, however, in about a

month to Edinburgh, in the lowest possible state of depression, a

perfect picture of mental misery and unhappiness. I tried many

plans to raise her out of this dark and gloomy state. All failed.

At last, fancying, from some of her symptoms and complaints, that

there might be a rheumatic element in the affection, I ordered her

fifty drops of tincture of actea thrice a day. After taking one dose

she refused to continue it, as the drug had a taste so similar to

laudanum, and as all opiates had always made her worse. On being

re-assured that there was no opiate in the medicine, she re-

commenced it, without any faith, however, in the results, as she

had in a great measure lost faith in all remedial means. When I

saw her next, some eight or ten days afterwards, she was altered

and changed in a marvellous degree, but all for the better. On the

third or fourth day, as she informed me, the cloud of misery which

had been darkening 'her existence suddenly began to dissolve and

dispel ; and in a day or two more she felt perfectly herself again

in gaiety, spirits, and energy. But nothing would induce her to

give up the actea for six or eight weeks longer ; and the last time

she passed through Edinburgh she told me that she had prescribed

her own remedy to more than one melancholic subject with nearly as

great success as she had used it in her own case. Will it be of use

in many such instances ? I know not. But nous verrons.
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LECTURE XXXVII.

ON SUB-INVOLUTION OF THE UTERUS AFTER DELHTilRY.

Gentlemen—I have seen this morning a case of a peculiar form of

uterine hypertrophy, to which I beg you will allow me to take this

opportunity of directing your attention. The patient in this in-

stance is a lady from America, who has suffered from disordered

menstruation, and a feeling of weight and great discomfort in the

pelvis, since the birth of her last child. She has, in short, most of

the rational symptoms of a fibi'oid tumour of the uterus ;
but, on

making a physical examination, I found there was no bruit over the

uterus, while that organ was equably enlarged to about the size of a

uterus in the third month of pregnancy, and readily admitted a sound

to the extent of between three and a half and four inches into its in-

terior. Now, although I am not aware that any of the older authors

have pointed out particularly this peculiar form of uterine enlarge-

ment, yet I am sure it is not at all uncommon. There are at present

in our ward in the Hospital two patients who are the subjects of

this disease, and in both of whom the hypertrophy of the uterus is

complicated, as it not unfrequently is, with retroversion of the organ.

Let me read to you the history of these two cases as they have been

briefly drawn up by the Clinical Clerk, Mr. Gooding :—
Case I.—Margaret R., aged 22, married, was admitted on October 19, 1860.

Five months after the patient's marriage, which took place in March 185G, she

had a miscarriage ; the child lived three hours. Six months and a half after this

she was again prematurely delivered of a child, which survived its birth only a

quarter of an hour ; both of these miscarriages she attributes to over-exertion.

She again became pregnant, and experienced, at about the same time the previous

miscarriages had occurred, symptoms threatening the loss of the fcetus. She was

attended by a medical man, who enforced rest. After remaining in bed three

weeks, these symptoms passed off; and in May 1859, she was delivered at the

full time, after an easy labour, of a male child, which, however, only lived sixteen

days. The lochia ceased in three days, but was followed by a yellow discharge,

from the continuance of which, and the existence of disagreeable sensations in

the epigastrium, and general debility, she applied to Dr. A. R. Simpson, under

whose treatment she regained her health, and continued in good health till March,

and in April last she was again seen by Dr. Simpson, who found her pregnant ; with
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ulceration of the os and retroversion of tlie uterus. Two montlis after, she lost

another foetus, at about the sixth and a half month of gestation. In two weeks

she menstruated. In consequence of her feeble state of health, she went into the

country
;
during her stay there she menstruated profusely for nine days. Only

once since this, about ten weeks ago, she menstruated one day.

State on Admission.—The patient was very weak and nervous. She complains

of occasional pains about the chest, and has a slight cough. She also complains

of weight and uneasiness in the pelvis, with a feeling of bearing down at " the

back passage." There is frequent desire to go to stool, and a feeling of something

being left after rising. At times there is a yellow discharge from the rectum.

Micturition is more often performed than usual. The uten;s is much enlarged

and retroverted, pressing on the rectum, and lying low in the pelvis. The os is

directed anteriorly, and the uterine sound enters easily for more than three

inches.

I need not trouble you with any further detailed account of her

treatment, and of her progress during her residence in the Hospital,

but I shall content myself with merely stating that the condition of

the womb has undergone a marked change for the better, for it has

become reduced to the normal size ; and although still retroverted

to some extent, yet it has become so far righted in its position, that

the patient experiences no discomfort so long as she wears a vaginal

pessary, of the peculiar form that I shall afterwards have occasion

to describe to you.

Case II.—Agnes R., aged 27, married, was admitted on November 20 into

the Eoyal Infirmary. The patient states that since her marriage, which took place

six years ago, she has had two children, and one abortion, which occurred eighteen

months ago, at the second month of gestation. She has not been pregnant since

that time. She had enjoyed good health previous to the occurrence of the abor-

tion ; on the fifth day after which she had rigors, and in a day or two pain in the

hypogastric region, and in the back and loins. On the eighth day, when she

arose from bed, she found she could not walk without great difficulty, and when
seated could rise only with great suffering. In a short time the severity of these

symptoms abated, but ever since she has experienced similar pains in a less degree.

The menstrual function is regularly performed. In the intervals between men-

struation there is a slight leucorrhoea. She has for a long time been obliged to

pass her water much more frequently than before. There is a slight amount of

pain when at stool, otherwise the bowels are unaffected. The uterus is retroverted

and considerably enlarged ; the uterine sound passing only with the point directed

backwards towards the promontory of the sacrum, and entering at once to an ex-

tent of nearly three inches.

Both of these patients, then, are suffering from enlargement of

the womb, consequent on an arrest of the retrograde metamor-

phosis that normally occurs in that organ after parturition. I

have, I repeat, seen many cases where this form of uterine hyper-

trophy existed to a greater or less extent, and I assure you, you

will find the subject of sufficient scientific interest, and sufficient
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practical importance, to demand for it your most careful study and

attention. Let me tell you briefly what is

/

The Pathological Nature of the Disease.

After parturition, as you are aware, the greatly enlarged uterus

begins regularly to involve or absorb, and rapidly diminishes in size,

till it has been reduced almost to its pristine dimensions. I have

had occasion, in another department of our course,

to call your attention to tlie wonderful changes that

go on in the uterus in consequence of impregnation,

and to tell you how, from being a small body, two or

three inches long, it comes, in the short space of nine

months, to attain the length of a foot or more, while it

is correspondingly enlarged in all its other dimensions '

and diameters. And I may here repeat the conviction

that I then expressed, that if ever the laws of nutri-

tion are to be clearly made out, the inquiry will pro-

bably be most successfully pursued by investigating

these laws as they are seen in operation on a large and

gigantic scale in this very organ ; for in no other

organ, so far as I remember, do we ever see nutrition

and growth going on so rapidly as here, where out of

a mere mass of nucleated fibres and cells an enormous

body of numerous and well-marked muscular fibres

become developed within the course of the nine months

of pregnancy. Hardly less wonderful than this great

development of the uterine walls during the progress

of gestation, is the still more sudden diminution that

occurs in these walls after parturition has been com-

pleted. The muscular fibres—perhaps weakened and

exhausted as a result of their violent action during

the parturient process, and so rendered prone to de-

generate—and deprived also, to some degree, of the sup-

ply of blood brought to them so profusely during the time that the

uterine circulation was so much exaggerated, now undergo, after

parturition, a fatty metamorphosis, in consequence of which they

almost all melt down and disappear ; so that in the brief space of

five or six weeks the whole organ dwindles down, and diminishes to

Fig. 97. Muscular fibre-cells of the uterus three weeks after delivery
; four of

them treated with acetic acid and pale, a, Their nuclei
; g, fatty particles in

them. Magnified 35. Kolliker.

(I

Pig. 97.
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nearly its original dimensions. The muscular walls of tlie uterus

are not absorbed as muscle, but, like many other effete structures,

they first undergo fatty degeneration, and are absorbed as fat.

This fatty degeneration commences on the inner layers of the walls,

and passes from them to the outer layers. The fatty metamorphosis

of the uterine muscular fibres appears under the microscope, a few

days after delivery, as a series of glistening particles deposited in

the course of each individual fibre. Now the patients, with whose

cases I introduced my present observations, are suffering from this

curious condition of the uterus, that after the birth of their last

children, this retrograde metamorphosis of the uterus has not taken

place during the puerperal month, or rather, let me say, has taken

place only to such an imperfect degree that the uterus is of the size

we usually see it have at the end of the first week or so after

delivery. They are suffering, then, from a hypertrophy of the

uterus which is pathological in its permanency, but which results

from a hypertrophy purely physiological in its origin.

Its Etiology.

What, you will be ready to ask, is the cause of this enlargement

of the uterus remaining permanently 1 How is it that the retrograde

changes in the uterus become arrested, and the absorption or involu-

tion of its walls is prevented 1 To these questions it would be

difficult, or indeed impossible, with our present limited knowledge

of the processes of development and degeneration that go on in the

uterus, to furnish a satisfactory reply ; but let me point out to you

some causes which occasionally appear to lead to the production of

this hypertrophy from arrested involution of the uterus.

1. Rising too soon after Confinement.—We know that both in the

healthy and in the morbid state the uterus is apt to become more

congested when the patient assumes the erect position, and that a

morbid degree of congestion interferes with various physiological

functions. And we can easily imagine that if a delicate woman gets

up too soon after her delivery, and remains for a lengthened period

erect, while the womb is still more than usually large, the circulation

in its walls might get so impeded, and such an amount of congestion

be produced, as would prevent the normal changes in its walls, and

impede tlie free absorption of its disintegrated particles.

2. Repeated Miscarriages.—However it may be, we know, further,

that in a number of cases an enlarged condition of the uterus, of the
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same nature as that of which I am speaking, results from the fre-

quent and rapid recurrence of a series of miscarriages or abortions

in the same patient. You are aware that a woman who has once

aborted is extremely liable again to abort at the same period when-

ever she again becomes pregnant. In such cases it is, moreover,

remarkable that the patient often conceives again in a very short

time after the occurrence of the abortion ; and when this process has

been several times repeated—the uterus undergoing the enlarge-

ment of a new pregnancy, before it has had time, as it were, to re-

cover perfectly from the hypertrophy of a preceding one, the case

sometimes ends in a comj^lete disturbance of the normal physiological

process of degeneration and diminution in the uterine walls ; and

the womb is left in a permanently hypertrophied condition.

3. Metritis.—Again, if you inquire minutely into the history of

patients affected with this form of disease, and ask them particularly

as to whether anything has gone wrong with them in their puerperal

state, you will very frequently find, as in the case of the second of

our Hospital patients, that within a short time after their confine-

ment they have been the subject of an attack of inflammation in the

uterus or ovaries, or neighbouring jielvic organs. They will, per-

haps, tell you that a week or two after their child was born they

had a shivering, followed by pain in the region of the womb and

more or less fever, which compelled them to remain in bed for some

time. It would appear as if the occurrence of metritis, or perime-

tritis, in the puerperal female, exerted such an influence on the sub-

stance of the uterus as to prevent the occurrence of those changes

that lead nonnally to its diminution in size.

Its Semeiology.

The patient whom I have imagined you to be questioning as to

the history of her malady, will probably tell you, further, that, after

she had recovered so far from her inflammatory attack, and from the

consequences of the bleeding and blistering to which she had

been subjected for its cure, as to be able to walk about again, she

began to be conscious of a feeling of discomfort in the lower part of

the abdomen, to which she had never before been accustomed.

There is frequently a sense of weight or bearing down of the uterus,

of distress in the lower bowel, and of uneasiness in connection with

the action of the bladder, and a weakness, sometimes amounting to

actual pain, in the lower part of the back, and, in some cases, a

numbness of the lower limbs, which are all new to the patient. She
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attributes, most likely, these feelings to weakness, and expects that

as she gains more strength the uneasy sensations will disappear.

But some months may elapse, and she begins to be disappointed at

her never getting entirely relieved of this local trouble ; and after

lactation is accomplished, if, indeed, she have been able to nurse her

child at all, she finds that her menses do not return regularly, or

become too profuse and painful. Leucorrhoea, too, is sometimes

present to a greater or less extent ; and altogether the patient is in

a state of confirmed and anomalous bad health that is difficult of

endurance. By means, perchance, of tonics and sedatives she strives

to regain her health and alleviate her uneasiness, and continues for

a time to hope that her former strength will still return, and that

her ailments will disappear. Gradually, however, the conviction

becomes forced upon her that something besides time will be need-

ful for her cure, and that some kind of medical treatment is required

for her relief. Accordingly she comes to you, and when you have

heard a history such as that I have endeavoured to narrate, you

come to the conclusion that she is labouring under some disease of

the uterus. But what the precise nature of that disease is you will

not be able to fix and determine by studying the mere history of

the symptoms. To make out a correct differential diagnosis, you

must institute an examination of the uterus.

Its Physical Diagnosis.

On placing the hand over the abdomen, you can usually feel the

enlarged uterus rising in the form of a tumour out of the i:)elvic

cavity, and lying above the pubes, more especially in those cases

where the hypertrophy is very considerable. In all cases you can

discover, on making an examination per vaginam, that the vaginal

portion of the cervix uteri is enlarged,—for this is a form of hyper-

trophy in which every part of the organ is implicated ; and you

find the whole uterus to be unusually large and heavy. This kind

of local examination is, in the majority of cases, most satisfactorily

carried out when the patient is laid on her back ; sometimes it is

more convenient to have her placed somewhat laterally. But in

every instance of this kind you must bear in mind the importance

of making an examination with both hands simultaneously,—the

forefinger of one hand being employed to explore the uterus through

the vagina, while the fingers of the other are applied to the fundus

through the medium of the anterior abdominal wall. There is, per-
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haps, no vaiiety of uterine disease in the diagnosis of which this sort

of examination can be employed to more purpose than in the case of

simple enlargement of the organ. In a few patients the abdominal

walls are too thick to admit of your feeling anything very distinctly

on palpation ; and there are others, still fewer in number, in whom
a certain degree of uneasiness renders the necessary pressure painful

to the patient. When you have thus got the uterus between the two

hands, you can easily recognise the existence of the hypertrophy,

and even determine the degree to which it has taken place. You
can feel that the swelling is not due to the presence of fibroid masses

in the walls of the uterus, for there is no irregularity and no

peculiarity in its shape. It has unmistakably the shaj^e and con-

tour of the healthy organ ; it is only that organ in a state of

equable hypertrophy. Such a condition of matters might still,

however, possibly be due to the presence of a fibroid tumour

growing from the submucous layers of the uterine wall, and pro-

jecting into its interior ; and to make sure that thei'e is no such

tumour jjresent, you must have recourse to another simple

means of exploration, viz. the introduction of a uterine sound.

The cavity of the healthy uterus measures usually, as you know,

about two and a half inches in length ; and when the sound is in-

troduced, you find its point is arrested at the fundus, when the

knob placed on the convex side of the instrument, at two and a half

inches from the extremity, has reached the level of the external ori-

fice of the uterus. Where the organ is enlarged, however, the knob

I speak of slips past the guiding finger, and the instrument runs up

into the interior to a depth of three or more inches ; and wlien the

enlargement of the uterus is of the kind I have been describing as

dependent on defective involution of the organ after delivery or mis-

carriage, the instrument usually slips in at once without the slightest

difficulty, for the uterine orifice and canal are preternaturally patent.

When, on the other hand, the enlargement is due to the presence of

a tumour in the cavity of the uterus, the point of the exploring in-

strument usually meets an obstruction immediately on traversing

the canal of the cervix, and it may require, in such a case, the exer-

cise of some skill and a little gentle manipulation in order to pass it

into the interior of the uterus at all. Besides, after the sound has

been fully introduced, you can often feel with it the projecting body
;

while in the case of the simply hypertrophied organ the sound passes

freely and unobstructedly round in all directions. If with the sound

thus introduced into its interior, you raise the uterus towards the
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hand j^laced over the abdomen, you will be able to make out more

distinctly and definitely than ever the real nature of the case. There

is one difficulty in connection with the use of the sound in such

cases, of which I ought, perhaps, to warn you, and it is this :—The

great weight of the fundus of the uterus, sometimes aided by inflam-

matory adhesions, gives a strong tendency to various displacements

of the organ, and more particularly to retroflexion of it. Such a

complication you must, accordingly, be i^repared to expect ; and in

passing the sound you must then remember to turn it with the

point and concavity looking backwards towards the sacral promon-

tory. It was not long after I had begun to make use of the sound

in the diagnosis of uterine diseases and disorders, that I first fell in

with and recognised a case of sub-involution of the uterus. The

patient, whom I saw in consultation along with the late Dr. Aber-

crombie, was the wife of a medical gentleman, and there was much

perplexity as to the nature of her disease. There was a large,

rounded tumour lying over into the right iliac region, which was

thought to be possibly either an inflamed ovarian tumour, or an

abscess, as there was considerable pain on pressure. On passing a

sound, however, it was found to run right up at once about four

inches into the very centre and top of the tumour. The supposed

tumour was thus shown to be neither more nor less than the uterus

considerably enlarged and turned somewhat to one side, as some-

times happens in such cases. That was the first occasion, so far as

I know, in which this kind of uterine hypertrophy was clearly made

out ; but since then I have seen it very frequently, usually as a

result of inflammation after delivery, but sometimes associated with

repeated miscarriages in the relation both of cause and eff"ect.

Its Duration and Degree.

In some cases you will detect the form of uterine hypertrophy

which I am describing, within two or three weeks or two or three

months after delivery. These may be called the acute, or subacute,

types of the disease. But oftener perhaps in practice you will not

be applied to till the disease is chronic—till many months, or even

years, have elapsed since the date of the last delivery, or of the last

abortion, which left the uterus in the sub-involved or unreduced

condition which we are considering. The degree or amount of

remaining enlargement varies infinitely in different cases ; and is,

perhaps, mainly regulated by the date of the confinement at which
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the arrest of the uterine invohition takes place, and the completeness

or not of that arrestment. I have seen instances where the uterus

was large enough to be felt some inches above the pubis, and where

the uterine sound passed into the uterine cavity to the extent of

four or five inches. In other examples you will find the uterus in

Fig. 98.

form and length remaining hypertrophied only to a slight extent,

and the sound passing perhaps not more than two and three-fourths

of an inch or three inches. Between these two extremes, you will

meet in practice with all intermediate degrees of this permanence of

the puerperal hypertrophy of the uterus.

Treatment of the Disease.

In the more acute forms of the disease, I have almost invariably

found that by the immediate employment of local antiphlogistics

Fig. 98. Sketches in outliuu of tiie uterus in its normal and in its hypertro-

phied conditions.

VOL. III. 2 Q
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the symptoms were speedily and successfully alleviated, and the

process of absorption was set up. Where any traces of inflamma-

tion still remain, the importance of this indication is at once ap-

parent, and its fulfilment is in most cases attended with rapid relief.

But even in cases where all inflammatory action seems to have died

out, and only its results remain, we often find—I cannot well tell

you how—that a local antiphlogistic course of treatment has the

eff'ect of setting up absorption in the enlarged organ, and leading

ultimately to its restoration to its normal state. In following out

this line of treatment, then, you will do well—if the patient is not

very weak and debilitated—to begin with the application of eight

or a dozen leeches to the vaginal portion of the uterus, or simply to

the perineum, or circle of the anus. I need hardly repeat, that the

abstraction of a small quantity of blood in this way will be more

particularly called for, and more especially beneficial, in those cases

where there lingers any degree of congestion or of inflammatory

action in the uterus. But even in such acute or subacute cases,

and in all the more chronic forms, your chief reliance must be

placed on the use of counter-irritants applied externally to the sur-

face of the abdomen or sacrum. You may use antimonial or croton

ointments, or paint the hypogastric surface twice a day with strong

tincture of iodine, till the skin becomes tender ; but the vesicant

Avhich I have found to be most efficacious in exciting the function of

absorption in the womb that is now in abeyance, is the ordinary

cantharides-blister, especially in the chronic forms of the disease

and when the bladder is not liable to be irritated. You may order

a series of small blistering-plasters to be applied for a time over the

lower part of the abdomen, or you may paint a succession of small

spots—one every second or third day—with blistering liquid until

the uterus begins distinctly to diminish in size. I think you will

find the latter mode of applying the vesicant to be the simplest and

the most certain. The plan I usually follow is to apply the fluid to

a patch of about the size of a crown, and then gradually to surround

this patch with a number of others of like diameter, one being

added every third or fourth day, until the original central point has

been surrounded by a ring of five or six distinct blistered spots. At

the same time that you are thus trying to excite absorption by the

application of counter-irritants to the cutaneous surface, you must

endeavour to promote this object by keeping the vaginal portion of

the cervix uteri immersed constantly in ointments of mercury or

iodide of lead, or bromide of potassium, or other remedies likely to
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have the effect of stimulating the absorptive process. This you can

do by introducing, or making the patient herself introduce, into the

vagina one or two pessaries medicated with these substances every

night and morning.

But you will find that these local measures are not always, or in

most cases, sufficient to effect a cure. You will be obliged to have

recourse also to the internal administration of some of the class of

deobstruent remedies
;
and, of these, the most efficacious are the

iodide and bromide of potassium. I used, at one time, to rely

chiefly on the administration of the iodide of potassium. But of

late I have employed the bromide much more extensively, for it has

this advantage over the former salt, that its use may be kept up

for almost any length of time by a patient without her becoming

subject to the kind of marasmus which we sometimes find attendant

on the prolonged use of the iodide. The bromide of potassium may
not only be given with safety for a lengthened period, but it may be

administered with confidence as a good tonic, as well as perhaps the

best deobstruent in the Pharmacopoeia. It may be depended upon

as an active stimulant to absorption, besides possessing the property,

beyond all other remedies that I know of, of acting as a special seda-

tive on the reproductive organs. In cases of this kind you must

administer it in larger doses than usual, making the patient take six,

eight, or ten grains of it three times a day. Sometimes patients

suffering from this form of uterine hypertrophy present themselves

to you in a debilitated and anfemic condition. Under such circum-

stances, you need not hesitate to add iron, manganese, or some form

of metallic tonic, alone or in combination, to the more specific

remedies, and endeavour, always in the more chronic cases of the

disease, by means of good diet and other hygienic means, to raise

the patient's general standard of health.

You will occasionally meet with cases of this disease so obstinate,

that the process of absorption does not begin, or does not go on to

any satisfactory degree, even after you have had recourse to re-

peated leechings, and have kept the uterus imbedded for a length of

time in discutient ointments, and have didy administered all kinds

of deobstruents and tonics. In such cases you may follow up the

course of treatment which I have sketched for a very lengthened

period without producing any appreciable change in the size of the

womb, or any marked alleviation of the patient's symptoms. If,

however, by any means you can induce the uterus for a time to take

on an action of increased growth, you may confidently hope that
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this temporary hypertrophy will be followed by a process of absorp-

tion, which will go on, perhaps uninterruptedly, until the organ is

reduced to its normal dimensions. Such a transient increase -in the

size of the uterus you may at any time produce by taking advantage

of the physiological tendency of this organ to enlarge and become

developed around any foreign body that happens to be lodged with-

in it. You know that the uterus begins to enlarge when stimulated

by the presence of an ovum, or of a fibroid tumour, or of a clot of

blood, in its interior ; and in like manner it becomes developed in

size when a foreign body, such as a sponge-tent or an intra-uterine

bougie, is introduced artificially. By introducing, then, a succession

of very small sponge-tents into the interior of the womb, or by

making the patient wear for a time an intra-uterine pessary, you can

cause the uterus to take on this hypertrophic action ; and by after-

wards actively and fully taking advantage of the tendency of the

organ to undergo a process of degeneration and diminution on the

removal of the stimulus, you may succeed, by the due employment

of the various discutients and deobstruents I have already mentioned,

—as rest, counter-irritation, and bromine,—in promoting the process

of absorption to such a degree that the uterus at last becomes re-

duced to the natural standard. In some obstinate instances I have

been obliged to repeat from time to time this process of artificial

irritation and dilatation before a perfect cure was effected.
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LECTUEE XXXVIII.

ON SUPER-INVOLUTION OF THE UTERUS AND

AMENORRHCEA.

Gentlemen—In my last lecture I directed your attention to the

morbid condition of the uterus which results from an arrest of the

retrograde metamori^hosis that usually takes place in that organ

subsequent to delivery. I explained to you how, from the occurrence

of inflammation in the uterus or its appendages, the intermediate

process of fotty degeneration, by means of whicli it becomes reduced

to its normal dimensions, after parturition, sometimes becomes

interrupted ; and how the organ may thus be left in a condition of

permanent puerperal hypertrophy ; and how, in such cases, you

might be able to atford your patient the most effectual relief, I tried

also to explain to j^ou.

To-day I propose to direct your attention to a morl:)id state of

the uterus which is precisely the ojiposite of that to which I refer,

and which is produced when the disintegrating process that is set

up after delivery goes on to such an excessive degree, as to reduce

the organ to a size decidedly below its normal dimensions in the

unimpregnated condition. The hypertrophy resulting from a

defective degree of degeneration and diminution of the womb, or

suh-invohUion, is, as I told you, one of the most common of uterine

disorders. The atrophy that results from excessive resorptive

action in the uterus, or sitper-involation, is, on the other hand, a

phenomenon of comparative rarity ; but that it does ever and anon

occur, is a matter as to which there can be no dispute. I have seen

in practice a very considerable numl)er of cases of this morbid state-

but I have rarely had opportunities of examining into its nature on

the dead subject. Several years ago I published the history of a

case of this kind occurring in a young woman of twenty years of

age, who never menstruated after her first delivery, and where the

morbid condition in question was traced, both during life and after

death. It was two years subsequent to her confinement that this
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patient sought admission to our clinical ward, in consequence of

amenorrhoea and great constitutional debility. She was then sub-

ject to various distressing symptoms in connection with the pelvic

organs, and stated that she was subject to frequent attacks of

diarrhoea, which she believed to be most severe at recurring monthly

intervals ; the dejections being then sometimes tinged with blood.

The mammse were shrunk and flat ; and she was thin, feeble, and

anfemic in ajjpearance. On making a vaginal examination, I found

the uterus small and mobile, the cervix uteri much atrophied, and

its vaginal portion scarcely forming any projection into the cavity of

the vagina. The os uteri was so contracted as to admit with diffi-

culty a surgeon's probe. It was dilated by a slender bougie left in

it for a few days, and when the sound was subsequently introduced,

the uterine cavity was found to be only an inch and a half in length.

Various remedial measures were adopted without any very marked

effect ; and as the uterine symptoms seemed to be only of secondary

importance, she was transferred to another ward, where she died in

the course of a couple of months in a state of prolonged coma.

During her stay in the hospital she suffered from frequent, and

sometimes severe attacks of diarrhoea, and about a month before her

death, albuminuria and general dropsy had set in. At the post-

mortem examination crude tubercules were found in both luna:s.

The liver was enlarged, and showed fatty degeneration. The

kidneys presented also some stearoid degeneration ; and in the

right there was a small tubercular abscess. The large intestines

were very much thickened in their parietes, and contracted in their

calibre ; their mucous membrane was ulcerated in various parts. At

the lower end of the ileum several large ulcerations were seen run-

ning circumferentially around the interior of the bowels. One or two

ulcerations were also found in the stomach. The uterus (see Fig.

99) was very small, and atrophied in its length and breadth; its

size being diminished about a third below the natural standard in

all its measurements, and its parietes were correspondingly thin and

reduced. The whole length of the uterine cavity, from the os to

the fundus, was not more than one inch and a half, instead of two

inches and a half as in the normal condition. When a section was

made of the posterior wall of the organ, the thickness of its

parietes at. their deepest or most developed portion was not above

three lines, instead of five or six. The tissue of the uterus appeared

dense and fibrous. The ovaries were also much atrophied, and

smaller than natural ; their tissue was dense and fibrous, and pre-







CAUSES. 601

sented no appearance of Graafian vesicles. There was no inflam-

matory deposit on the peritoneal surface of the uterus or its

appendages ; but there was some thick pus, or tubercular matter

in the distended cavity of the right Fallopian tube.

In this case we have evidence of the most unmistakable kind

that the viterus of a woman, in whom all the genital apparatus was

so perfectly developed as to alloAV of her giving birth to a fully-

formed child, became atrophied to such a degree, subsequently to

her delivery, as to be incapable of again resuming its functional

activity. How this excessive wasting of the womb is produced it is

difficult to understand. Remembering that when inflammation is

going on in any organ or tissue, the function of absorption is there

in abeyance, we can understand how the process of absorption after

delivery should be checked in the uterus by the occurrence of

inflammation in its walls ; and how in such a case the womb should

be left in a permanently hypertrophied condition, when the

absorptive action is not subsequently re-excited. We can even

imagine that interruption to the free flow of blood through the

uterine vessels, resulting from the patient getting up too soon after

her confinement, should lead to a certain degree of congestion in the

uterus, and should so far interfere with the process of absorption as

to leave the organ in a state of abnormal hypertrophy. But we do

not yet know enough of the normal process of involution of the

uterus ; the reason why the fatty metamorphosis and the subsequent

absorption go on exactly to such a point that the uterus is restored

almost precisely to its previous dimensions, has not been sufficiently

elucidated to enable us to form any probable idea as to the causes

Avhich lead to its super-involution and permanent atrophy. Observa-

tions even are wanting to show whether this atrophy of the uterus

depends upon a morbid degeneration and destruction of fibres that

ought to have remained entire
;

or, as is more j^robably the case, on

some defect in the development of the new cells and filjres that

should have taken the place of those that had become eff"ete. A
uterus, which has undergone this morbid change, is found after

death, as I have said, to be abnormally small. Instead of measure-

ing two and a half inches or so in length, and one and a quarter in

breadth, it is seen to possess little more than a half or two-thirds of

those dimensions ; and this diminution in size affects, not only the

body and fundus, but the cervix as well, so that, instead of project-

ing into the vault of the vagina, the os uteri seems simply to form a

depression in the upper extremity of that canal. The walls of the
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uterus are at the same time extremely thin—hardly thicker, in

extreme cases, than the coats of the intestines, and so friable as to

be readily perforated by the point of a sound incautiously introduced.

The whole organ, in short, presents all the appearance of the uterus

of a girl not yet arrived at puberty ; and differs from it only in this,

that whereas the latter is in a condition to become enlarged, and to

furnish the ordinary menstrual secretion so soon as a sufficient

stimulus shall have been applied to it in consequence of the changes

connected with ovulation, the super-involuted uterus has undergone

such morbid alteration as renders it unable any longer to respond

to the ordinary ovarian influences. And here, again, arises an

interesting question in regard to this subject, which it remains for

future histological research and pathological experiment to answer

—

viz. What is the cause of this insensibility of the super-involuted

uterus to the reflex irritation which seems to be conveyed towards

it from the ovaries at each menstrual period 1 Is it merely that the

muscular fibres of the uterus have been so degraded and destro3"ed

as to be insusceptible to the stimulus that usually calls them into

functional activity 1 Or have the nervous filaments that traverse

the uterine walls also shared to such an extent in the general

atrophy as to be incapable of conducting the influence they ought to

convey to the structures in which they ramify 1 Or have the

uterine vessels been so wasted as to furnish an insufiicient supply of

blood 1 Or, finally, are the ovaries themselves in a perfectly normal

condition, or have they, too, become morbidly altered in structure

and impaired in function as a consequence of their intimate associa-

tion with the diseased and degenerated uterus 1 These are all

questions to which we are at present unable to furnish any adequate

reply ; but they off"er such a tempting field for investigation that I

trust some one will ere long try to discover their solution. Mean-

while, let us see what peculiar phenomena result from this morbid

condition of the uterus and the means by which it may be recognised.

Let us study, in other words,

The Symptoms and Diagnosis of the Disease.

The symptom that in most cases first alarms the patient, and

which generally induces her to seek your aid, is the continued sup-

pression, or very small and imperfect amount, of the menstrual

discharge. Formerly, in all probability, she used to menstruate

regularly, and when the term of utero-gestation and the period of
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lactation have been brought to a close, and her child has been

weaned, she wonders why the usual monthly flow does not reappear.

She is quieted for the moment by the assurance that, in some cases,

the recurrence of the catamenia may be retarded for a time without

any ultimate disturbance of the general health. But, as months

pass on, and no discharge at all, or only a very imperfect degree of

it, returns, unfulfilled expectation grows into alarm, and not unrea-

sonably ; for now the breasts tend sometimes to shrink and shrivel

up, the subcutaneous adipose matter begins to be absorbed, so that

the skin looks withered and wrinkled, and the patient, though still,

it may be, young in years, offers often prematurely to assume the

aspect of age. The whole system usually sympathises with the

change that has been effected in the uterus, just as it does in women
who have reached the climacteric period, and in whom the uterus

normally ceases from all functional activity ; and the appearances

which are fjimiliar to you as the normal characteristics of women
who have passed that period of life, begin to be abnormally pre-

sented by the patient in whom the functional powers of the uterus

are destroyed, as consequence of the morbid process that leads to

its atrophy. It results, further, from the morbid condition of the

womb, and from its inability any longer to perform its normal func-

tions, that the patient becomes henceforth sterile, and the oppressive

idea that she will never have any more family comes to be added to

the burden of her other troubles. Most frequently, too, she is in

a state of marked constitutional ill health ; she is very antemic ; her

digestive powers are low ; she has frecpient headaclies ; is easily

fatigued ; and is the subject of general debility, and shows often,

also, dei:)ression and impaired activity of mind.

Physical Diagnosis.

To ascertain the true state of matters in such a case you must

have recourse to a local examination of the uterus itself. On pass-

ing the finger into the vagina you feel the cervix uteri unusually

small, and quite on a level with the vault of the vagina ; or project-

ing into it so slightly as not to be at once easy of recognition. The

womb feels unusually small and light, and movable ; and although

the abdomhial walls may be very thin and relaxed, yet the organ

cannot well be felt between the hand placed over the fundus and the

finger exploring per vaginam. The os is small and admits only a

narrow-pointed sound; or, as in the case I have detailed to you,
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notliiiig larger than a surgeon's probe. In introducing the sound

great care must be taken not to press it rudely on, for the walls are

thin and very friable ; and I have seen a sound thus rashly intro-

duced, and forced with but little effort through the uterine parietes

into the cavity of the peritoneum. I have known of this accident

happening in more than one instance ; and although no bad conse-

quence has ever, so far as I am aware, resulted from it, and although

the sound may, doubtless, be passed into the peritoneal cavitj'' with

impunity, yet it is not an experiment one would willingly and wit-

tingly repeat. When the sound, then, is introduced in such a case

with all due amount of caution, its point will be found to be ob-

structed and stopped when it has passed only to a distance of one

and a half or two inches, showing that the organ is preternaturally

diminished in size.

Is there anything, you will naturally inquire, that we can do in

the way of treatment in this form of disease ] Is there any means

of restoring the womb to its normal condition, and the patient to

the enjoyment of her former good health ? I think I can point out

to you various measures which you may adopt with benefit to your

patient, and sometimes with a good hope of being able to effect for

her a perfect cure from her malady. But as the remarks which I

have to make in regard to the treatment of this form of disease are

equally applicable to the treatment of some cases of amenorrhoea,

you must permit me now to endeavour to explain to you the nature

of the morbid condition or conditions under which those women

labour who are the subjects of

Amenoerhcea.

You are not to imagine, let me observe, that every woman who

is the subject of amenorrhoea is necessarily suffering under some

form of disease. During pregnancy and lactation, for example, the

menstrual secretion is normally suspended, and the function of the

ovaries, so far at least as regards the maturation and separation of

the ova, seems at the same time to be in abeyance. We do not

understand precisely what is the peculiar state of the system in

nursing and pregnant women which leads to the interruption of the

functions of the ovaries and uterus ; and it is quite possible that in

many other cases besides, amenorrhoea may be dependent on some

similar constitutional condition, which interferes with the regular

ripening and discharge of the ova, although the patient presents no
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evidence of any special malady. Looking at araenorrhoea, however,

as a distinct disease, we find that tlie forms which it assumes are so

various, and the cases of it which come under observation are some-

times so comj^lex, that it is difficult to construct such a classification

as shall jiresent all those different forms in their proper natural

order, and at the same time enable you to determine the exact

position in that series of any case that may hereafter meet you in

practice. Dr. Churchill, in his treatise on The Diseases of Women.,

perhaps the best work on tliat suljject in the English, or in any

other language, has divided amenorrhoea into two classes, according

as, 1st, The menses had never appeared at all (Emansio Mcnsiiim)

;

or, 2d, the menses had appeared once or oftener, and had afterwards

become arrested {Sn.ppressio Menskm). Each of these two classes

is further divided by him into secondary groups, which in their

turn are subdivided. Again, Becquerel describes the disease as

Ijeing of two kinds—Complete, or Incomplete ; while Scanzoni treats

of it under the three varieties of Retarded Menstruation, Premature

Cessation, and Complete Absence of the Catamenia. But perhaps

you will best understand the different forms of the disease, and re-

cognise the special character of individual cases, if I endeavour to

describe it to j'ou simply in connection Avith the various pathological

and jthysiological conditions with which it is usually associated.

Thus you may have amenorrhcea

—

1. From Congenital Malformation of the Generative Organs.— In

practice we occasionally meet with cases where the patient has all

the symptoms usually associated with the catamenial flow coming

on regularly every month, and yet no discharge ever appearing ex-

ternally. On making a local examination of such a case, we find

that the menstrual secretion actually does take place ; but that it is

hemmed in so as to foim a tumour of greater or less size from its

accumulation in the vagina and uterus, in consequence of the exist-

ence of a strong tough hymen opposing its escape. More rarely

the obstruction is due, not to a preteniaturally strong hymen, but

to a congenital closure of the vaginal canal from organic adhesion

of its opposing walls. In such cases the higher organs—the uterus

and the ovaries—may be, and usually are, in a perfectly normal

condition. But there is another series of cases, where the ovaries

and uterus are either altogether absent, or exist only in a rudi-

mentary condition ; and where, consequently, the amenorrhoea is due,

not to the retention of the fluid secreted within the generative canals,

but to the actual non-secretion of the catamenia. The vagina may
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then be entirely absent ; or it may end in a cul-de-sac, which admits

the finger to the depth of one or two inches. The uterus is either

completely absent, or is represented only by a small nodule, which

can be felt on making an examination per rectum, and pressing

against the exploring finger with a sound or catheter introduced

into the bladder. But though the absence of the uterus can thus

be determined with perfect precision, it is a matter of great difficulty

to make out the exact condition of the ovaries ; and in such cases

we can usually decide as to their presence or absence only by

observing whether or not any of those physiological phenomena

exist which we believe to be called forth by their agency alone. A
case of this kind some of you had an opportunity of studying in a

patient who has recently been dismissed from our ward in the

Hospital. Let me recall to your recollection the facts of her history

as they have been recorded in the Hospital Case-book :

—

" J. B., aged 22, married, residing in Edinburgh, was admitted on November

7, 1860. The patient states tliat at tlie age of nineteen she e.xperienced pains in

the loins and thighs, and shooting pains in the mammae, the right one enlarging

somewhat. On rising fi'oni bed one moj'ning, during the time that she was suft'er-

ing these pains, she found a bloody stain on her night-dress, but she cannot say

whether it came from the rectum or not. Thrice during the following two days

she vomited blood, and bled at the nose, the whole amount lost being about half-

a-pint ; but there was no discharge from the genital passages. Ever since, up to

the time of her marriage, she suffered monthly pains in the loins and breasts,

and occasionally vomited blood. About twelve months ago she again noticed a

bloody stain on her night-dress.

" In January last, after being courted for eighteen months, she married,

never having entertained a suspicion that she was the subject of any malforma-

tion of the sexual organs. Both previously to her marriage and smce, she has

repeatedly experienced sexual desire. Since her marriage she has frequently had

bleeding from the nose at the monthly period.

" On examination the vagina is found to be represented by a cul-de-sac about

two and a half inches deep : it is conical, so that the blind extremity admits only

one finger, while the orifice adnuts two or three. There is no os uteri or cervix.

When examined by the rectum a very small nodule is felt at the end of the cul-

de-sac. A sound introduced into the bladder is felt by the finger in the rec-

tum, with only the walls of the rectum and bladder intervening. On making an

examination with the left hand through the abdominal wall, and the fore-finger

of the right passed into the rectum, the situation usually occupied by the uterus

is felt to be perfectly empty. The mammae are fully developed. The voice is

quite like that of a woman. There is no trace of hair about the chin. She is of

middle stature, with dark hair and eyes, and fair skin.

" November 19.—For the last two days she passed blood from the rectum, on

several occasions during each day. This was accompanied by the usual uneasi-

ness attending menstruation. On pressing firmly into the iliac region, a dull

pain was experienced. The discharge of blood from the rectum, as well as the

pains, ceased this morning, and she states that, as usual, she feels ' lighter ' than

for the few days previously.
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" December 13.—An attempt to dilate the canal by an air-pessary has been re-

peatedly made, but no appreciable expansion has been effected. Two or three

days ago, at the usual period, she again for two days discharged blood from the

rectum. She was dismissed, by request, to-day."

In the case of this unfortunate woman, the results of the ph3^sical

examination hardly leave a doubt as to the complete absence of the

uterus ; while the monthly recurrence of the vicarious hemorrhages,

with their attendant .symptoms, and the declared existence of a

sexual appetite, seem as clearly to indicate the existence and the

action of the ovaries. Last year I had under my care a lady who
presented the same kind of defective development of the uterus and

vagina, but who at one time deluded herself and her doctor into the

belief that she had become impregnated. In her the vaginal cul-

de-sac was even shorter than in the case of our Hosjiital patient, but

there was a greater thickness of tissue to be felt between the blad-

der and the rectum. In the hope of discovering a rudimentary

uterus imbedded in this tissue, I made an incision into it to the depth

of about two inches. No trace of the uterus, however, was to be

found ; but the operation was followed by this good result, that by

keeping the cavity of the wound open by means of bougies and

sponge-tents until the raw surface had healed, a vaginal canal was

produced, where formerly there was only a shallow sinus. In cases

of congenital malformation of the generative organs we may, then,

have two varieties of amenorrhoea : First, One class of cases in

which the amenorrhoea is genuine and complete, and in which there

is a defective development in the organs essential for the production

of the characteristic catamenial discharge
;
and. Secondly, Another

class in which the amenorrhoea is only apparent and temporary, the

secretion really taking place, but its escape being prevented by an

abnormal occlusion of the passages. In the one class of cases all

hopes of cure are vain. In the other the function is restored to its

normal state by simple incision of the obstructing membrane or dila-

tation of the occluded canal, a morbid condition upon which, and

upon its treatment, I dwelt at some length in a former lecture.

Again, however, you will far more frequently meet in practice

with cases of amenorrhcea in young women, where there is no defor-

mity of any kind in the sexual organs, but where the disease results

only and merely

2. From Retarded Menstruation.—The period at which menstrua-

tion first supervenes is not, as you are aware, definitely limited

to any one or two years. The great majority of women in this
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country begin to menstruate, as shown by Dr. Roberton and others,

at from fourteen to sixteen years of age. But in many the discharge

appears much earlier, in some even as early as the eleventh year
;

while in others it may be delayed till a much later period. Young

women sometimes become anxious, when they find themselves

attaining to nineteen or twenty without becoming unwell like others

of their own age ; or their mothers may take alarm at the non-

appearance of the menses, and bring them to you for advice. In

such cases the delay may be the result of some form of constitutional

disease ; but frequently enough the girl is otherwise perfectly strong

and well developed, and you may bid your patient wait in the con-

fident assurance that betimes all will come right with her. Some-

times, indeed, patients have become impregnated without the cata-

menial discharge having ever appeared in them at all. Where the full

development of the menstrual secretion is thus delayed, the patient

may present no symptoms of any monthly molimen at all. But

in other cases she has all the symptoms that are usually seen in

connection with the catamenial flow, and not unfrequently a kind

of leucorrhoeal discharge takes place at these regular monthly periods,

which seems to indicate an attempt on the part of the uterus to

furnish the true sanguineous secretion. In all these cases the

amenorrhoea is not necessarily of a morbid character, and may be

dependent simply on some physiological peculiarity in the patient's

constitution. It does not then call for any active line of treatment

any more than it does in the next class of cases to which I have to

refer, and where the amenorrhoea results

3. From Premature Cessation of the Menses.—The time when the

menstrual discharge ceases to flow is even less definite than that

at which it first ajipears. For, while most women cease to menstruate

from the fortieth to the fiftieth year of life, in some the flow con-

tinues later ; and in others it may disappear before the age of forty,

or even as early as thirty. In most cases in which the catamenial

flow becomes arrested at an unusually early period of life, a morbid

local or constitutional cause may be discovered. But there still

remain a few cases in which this premature cessation of menstrua-

tion may be quite healthy and physiological, and altogether uncon-

nected with any pathological condition.

4. From Constitutional Affections.—-In many morbid states of the

constitution in which there is marked and general depression of

the vital powers, the functions of the genital organs are apt to be

impeded, and the menstrual discharge either fails to appear, or ceases
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after it has once existed. In strumous subjects, for example, in

whom the process of development goes on but slowly, we find that

the catamenial flow is frequently very late in becoming established
;

and Scanzoni is doubtless very near the mark when he states that

in 19 out of 3] scrofulous girls the menses do not appear till the

age of 21. We see, further, when pulmonary phthisis begins in such

patients, that the menstrual function is often greatly decreased or

completely in abeyance for many months, it may be even a year or

two, before the disease proves fatal. You will find that in patients

with incipient phthisis, there is not unfrequently a kind of menstrual

haemoptysis—the patient beginning to spit blood every month at the

date corresponding to that at which the uterine menstrual discharge

used to appear ; the system attempting, as it were, to relieve itself,

by means of the lung, of some portion of that excess of blood of

which it was wont to get rid through the uterus. In such cases

you may sometimes succeed in restoring the arrested function of that

organ, and so in averting the threatened danger to the lungs and

the life of your patient, by means which I shall have to describe to

you in speaking of the treatment of the disease. Amenorrhoea is,

moreover, one of the most constant symptoms seen in connection

with that morbid state of the constitution which we designate chlo-

rosis. One of the essential elements of the chlorotic condition of

the body, as you are aware, is a greater or less degree of ansemia
;

and in many cases the diminution in the quantity of the blood, or

at least in its coloured corpuscles, becomes so great that it would

appear as if the system had none to spare for the uterus to secrete

at the usual monthly periods. In such patients the process of ovu-

lation may, and in most cases probably does, go on quite regularly.

Graafian vesicles burst at the normal menstrual periods, and dis-

charge their ova through the Fallopian tubes and the uterus ; and

then there is generally a pale kind of leucorrhceal discharge, which

continues for a few days, and is attended with the same kind of

local and general disturbance that we see associated with the proper

uterine discharge. Either, however, the function of ovulation is so

impaired as not to stimulate the uterus sufficiently to throw out its

usual secretion ; or the supply of blood furnished to the organ is

too scanty to allow of the separation of any adequate quantity of

it from the circulation. In cases of scrofula, then, and of chlorosis

and all forms of anaemia, and in many other cases of disease in which

the vital powers are lowered, the menstrual discharge is liable to

become retarded or diminished, or may be arrested to a degree

VOL. IIL 2 R
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amounting to absolute amenorrhoea. But in the great majority of

cases amenorrhoea will be found to arise

5. From Diseases of the Organs of Generation themselves.— It

may result, first of all, from disease

a. Of the Ovaries.—When both ovaries have undergone such a

degree of dropsical degeneration as to render them altogether unfit

any longer to perform their functions, you can readily understand

that there will be no attempt at menstruation and no appearance of

any menstrual discharge, in consequence of the want of the stimulus

usually resulting from the separation of the ripened ova from the

Graafian vesicles. But we often enough see, besides, that amenor-

rhoea is present when only one ovary is diseased, probably because

the pressure produced by the tumour on the other ovary and the

uterus interferes with the due performance of their function. In

cases of atrophy and other morbid conditions of the ovary we find

the same absence of the uterine discharge resulting from the sus-

pension of the ovarian functions. Again, we meet with amenor-

rhoea in connection with almost every variety of disease

h. Of the Uterus—at one stage or other of its progress.—Thus,

when either the uterus itself or the cellular tissue in its neighbour-

hood becomes the seat of the inflammatory proces.s, the function of

the organ usually becomes for a time impeded, and the patient may

pass one or more "periods" without showing any appearance of a

catamenial discharge. In cases of fibroid tumour of the uterus,

also, more particularly when they are of the sub-peritoneal variety,

the patient is not unfrequently first made aware of the existence of

her disease in consequence of the cessation or diminution, for a time,

of the usual monthly discharge ; and even in cases where the

tumours are sub-mucous, and projecting into the cavity, there may

be periods of amenorrhoea, alternating with those attacks of menor-

rhagia which are more characteristic of this variety of tumour, and

which are so damaging to the patient's health. Not only in cases

of fibroid tumour of the uterus may there be amenorrhoea ; it is

also sometimes seen in the early stages of cancerous and cancroid

degeneration of the organ. In this form of disease, as you know,

an excessive and frequently-repeated flow of blood from the womb

is often the first warning the patient has of her malady, and this

menorrhagia sometimes continues as one of the most constant and

depressing sj^mptoms throughout its course. But on making inquiry,

you will not unfrequently find that before these draining discharges

set in, the patient had for a time been the subject of amenorrhoea,
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and it may hai^pen that a patient will apply to you on account of

amenorrhoia, dependent on incipient carcinomatous disease of the

uterus. In cases of sub-involution of the uterus, moreover, such as

I described to you in my last lecture, and other kinds of uterine

hypertrophy ; and, in short, in almost every kind of disorder to

which the uterus is liable, its peculiar functions may, for a time, be

suspended, and the patient may be the subject of amenorrlicea.

But it is most frequently in connection with some form of atrophy

of the organ that we find amenorrlicea existing as a permanent and

peculiar feature of the disease ; and in a very large proportion of

cases where patients have been suffering for a lengthened period

from diminution or complete suppression of the menstrual flow, the

uterus will be found, on examination, to be preternaturally small,

whether as a result of that kind of super-involution which I have

attempted to describe, or of some other wasting j^rocess. Finally,

we may have amenorrhea as a consequence of cicatricial occlusions

c. Of the Vagina.—When labour becomes tedious, and the head

of the child remains fixed for a lengthened j^eriod in the maternal

passages, sloughing of some of the soft parts is apt to ensue, and as

a result of the subsequent ulceration and contraction, the vaginal

canal may become completely occluded. In such a case, after the

period of lactation is ended, the menstrual fluid will be again

secreted, provided the obstruction be not complete. But if it be

complete, and the vagina has become entirely occluded, then, as in

cases of amenorrhoea from preternatural congenital toughness and

complete closure by the hymen, no discharge will appear externally,

in consequence of the escape of the fluid being prevented by the

vaginal obstruction.
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LECTUEE XXXIX.

ON AMmORmiCEA—{Continued).

Semeiology of the Disease.

Gentlemen—At my last lecture, as you may remember, I pointed

out to you the different morbid conditions of the body generally,

and of the sexual system in particular, in connection with which

amenorrhoea was apt to become established. In regard to many of

these forms of amenorrhoea, I showed you that the suppression or

arrest of the menstrual secretion is only a secondary symptom of

other more important diseases, while in other instances it forms the

main feature of the case, and is often itself apparently the primary

source of other secondary morbid changes in the constitution. Let

me direct your attention now more particularly to the symptoms of

the affection, and the means by which it is to be recognised and

remedied.

Symptomatology of the Disease.

There are two great classes of symptoms which we shall have to

consider in detail :

—

First, Those dependent on the condition of the

uterine system ; and Secondly, Those dependent on affections of

different and distant parts, or on changes in the general constitution

of the patient. Let me point out to you

I. The Symptoms dependent on the Condition of the

Uterine System.

1. Diminution or Suppression of the Menstrual Secretion.—Some

patients come telling you that they have at one time "altered" quite

regularly, but that latterly the discharge has gradually become

less, and sometimes interrupted, or that it has entirely ceased to

appear. Others again will tell you that they have never seen any

discharge at all, and they are distressed because they are not like

other women. Or, instead of appearing regularly every three or

four weeks, as it ought to do, the period of the recurrence of this
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monthly secretion hcas become changed and irregular, and the

patient only menstruates now and then,—every two, three, or four

months—without her being able to anticipate the exact date of the

discharge. In these cases the catamenial flow is often also greatly

diminished in cjuantity ; and its actual discharge is very frequently

attended with an unusual amount of pain. In other words, patients

often suffer from a certain degree of dysmenorrhoea, before the

condition of amenorrhoea becomes fully established.

2. Loss of Reproductive Power.—In some cases, it is not till the

patient has been married some time, and begins to be disappointed

at not falling in the family way, that she comes to consult you in

regard to her condition. For, although it sometimes happens that

a woman may become 2:)regnant without ever having had any distinct

menstrual discharge at all, yet the very reverse of this is what we

usually meet with in practice ; and you will find, very frequently

indeed, that a married woman who suffers from amenorrhoea is, at

the same time, childless.

3. Changes in the Mucous Secretion of the Uterus.—In cases of

amenorrhoea, as I have already stated, we not unfrequently find

that a kind of vicarious leucorrhoeal discharge takes place at each

ordinary menstrual period. We meet with cases, further, in which

there is a slight leucorrhoeal discharge going on almost constantly,

and producing more or less discomfort and distress to the patient.

But, besides these dynamical or functional disturbances of the re-

productive system, there is, in a number of the more obstinate and

chronic cases, some

4. Physical Change in the Uterus.—Such a change can, however,

only be discovered by making a local examination of the organ. In

the unmarried female, you will, of course, rarely or never have

occasion to examine the uterus in cases of amenorrhoea
;

never,

indeed, unless the absence or suppression of the discharge actually

threatens to interfere gravely with the health and life of the patient.

But in the married female, and in the forms of the disease dependent

upon imperfect development, or super-involution of the uterus, it is

by a local examination only that you can sometimes determine the

true character of the case. You may find the uterus normal in

development, size, situation, etc.—nothing organically wrong,—but

often this negative information is of the greatest importance in

regulating your measures of treatment. In some cases you will

reach at once the true nature by a local examination, and by thus

detecting the undeveloped or atrophied state of the organ. In such
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cases, on introducing the finger into the vagina you will find that

the uterus, instead of projecting with a longish neck into the cavity,

is only to be felt with difficulty, the os forming a kind of depression

in the vaginal vault, surrounded by a thin, soft ring of cervix. The

whole organ feels as if it were unusually light and mobile, and on

pressing with the fingers of the other hand, above the pubes, the

fundus cannot be felt through the abdominal walls. The vaginal

portion of the uterus is, however, sometimes well formed, and not

to be trusted as an indication of the real size of the organ. To

determine its true condition, you must introduce a sound into its

interior, and this will in most cases enable you to discover that

either the os externum or the os internum uteri, or bgjbli, are

unusually narrow, or that there is some degree of stricture in the

canal of the cervix, and more especially that the length of the

cavity of the entire organ is decidedly below the natural standard.

The uterus measures only one and a half or two inches in length,

and is correspondingly small in all its dimensions, soft, thin-walled,

and very mobile. The whole organ, in short, remains very much in

the undeveloped condition in which it was before the period of

puberty ; and while, in the rest of the system, all the ordinary

changes may have taken place, the mammae having become rounded

and prominent, the hair having grown on the pubes, and the whole

body having assumed the condition of embonpoint, which marks the

attainment of womanhood ; the uterus has not undergone its usual

changes, but has remained small as it is in the giil, and incapable of

23erforming any of the functions of the normally-developed organ.

In other cases, again, as I have already explained to you at some

length, a uterus which has once been in a perfect state and capable

of performing all its functions, with regard to menstruation and re-

production, may undergo such an excessive degree of absorption or

involution after delivery, as to be reduced to the condition of an un-

developed uterus. And, besides those changes in size dependent on

defective development, or excessive absorption of the uterus, you

must bear in mind that it may be found in cases of amenorrhoea to

be altogether absent, or in any of those specifically morbid conditions

to which I referred at the close of my last lecture as the occasional

causes of a temporary amenorrhoea.



CONSTITUTIONAL SYMPTOMS. 615

II. Constitutional Symptoms.

Looking only at the general constitutional condition of patients

affected with amenorrhcea, we find that they divide themselves into

two distinct classes, according as there is in the system an excess

or defect of blood, or, at least, of some of its chief constituents.

1. Plethora.—Handsome and healthy-looking women may some-

times come to consult you, and you wonder at first sight what such

blooming subjects can have to complain of But soon you learn that

they are annoyed because they do not menstruate like other females,

and they are distressed at never having fallen in the family-way.

They may have no particular kind of suffering, and present, pro-

bably, an appearance of uncommonly good health, in consequence of

the suppression of the menses being attended with an excessive

accumulation of blood in the body, which lends to the patient an

aspect more than usually floriel and strong. This very healthy aspect

of the patient may be the only striking feature in connection with

her malady ; but in most cases there are superadded some of the

other sjTnptoms of which I shall have to speak anon. Patients in

this plethoric condition constitute by far the smallest division of

those who are the subjects of amenorrhcea. Much more frequently

we find them in impaired health, and presenting a greater or less

degree of

2. Chlorosis or Anwmia.—Whether we regard chLirosis as the cause

or as an effect of amenorrhoia, the two diseases are so frequently

seen to be associated together, that the presence of the one must

always be noted as one of the most common indications of the exist-

tence of the other. When pointing out to you in my last lecture the

constitutional diseases that might give rise to amenorrhea, I sjioke of

chlorosis as possibly leading to suppression of the catamenia in con-

sequence of the poverty or impaired quality of the blood peculiar to

that state of the constitution. But the connection may sometimes

be of an altogether different kind. Arrest of the menses may
occur, for example, as a result of a sudden chill, of fright, or mental

emotion of any kind, or of any other form of nervous shock ; and

if the disturbance of the generative organs be not speedily quieted,

and their normal functions completely restored, a general disorder of

the whole .system may ere long be })roduced, characterised by the

peculiar pallor, by the anasmic bruits in the heart, and in the large

vessels at the root of the neck, and by the headaches, palpitations,

neuralgias, and the whole class of symptoms that are looked upon as
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distinctive of the chlorotic condition. I have already referred to

the circumstance, that during pregnancy and lactation the usual

menstrual function of the uterine system is suspended, and I recall

it now for the purpose of stating that it is probably only by investi-

gating the manner in which this inaction of the organs is brought

about physiologically that we shall ever be ultimately able to ascer-

tain the cause of its pathological production and persistence. But,

whatever be the nature of the connection between chlorosis and

amenorrhoea, you can never suppose that you thoroughly understand

any case of chlorosis that comes before you in practice, or that you

have ascertained all the data necessary to guide you to its success-

ful treatment, until you have made special inquiry into the state of

the generative system. The presence or absence of amenorrhoea in

such a case will materially affect your plan of treatment ; and it will

not unfrequently happen that by the skilful and successful employ-

ment of means for restoring the impaired or suspended function of

the uterus and ovaries, you may succeed in restoring chlorotic patients

to the enjoyment of perfect health, when you could not cure or even

relieve them by any kind of general constitutional treatment. Patients,

then, who are the subjects of amenorrhoea are sometimes in a

plethoric, but far more frequently in an anaemic condition of body.

But both classes of them are liable to a series of secondary diseases,

which may be regarded so far as symptomatic of amenorrhoea, and

which can then be cured only by means calculated to restore the

catamenial flow.

3. Ulcerations and Vicarious Hemorrhages.—It sometimes happens

Avith young girls who have just arrived at puberty, that, before the

catamenial flow becomes established, a slight discharge of blood

takes place on one or more occasions from the mammae ; and the

same phenomenon may be observed in cases of amenorrhoea. But^

more frequently, when the system attempts to relieve itself of the

amount of blood that ought, at the monthly period, to be separated

by the uterus, it is through some other channel that the elimination

is effected. There is, in many such cases, a determination of blood

to the lungs ; and sometimes, as a consequence, the patient is

troubled with hemoptysis, which may last for several days ; or the

stomach is the organ affected, and the patient is relieved by a greater

or less degree of hematemesis. Occasionally this vicarious hemor-

rhage occurs in the form of epistaxis
;

or, as in the case of the

patient, whom we had lately in hospital, without any uterus, it may
give rise to a kind of menstrual dysentery. Again, in patients
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suffering from amenorrhcEa, sores occasionally become established on

the legs, or other parts of the body, of a weak or indolent character,

never fairly healmg up during the intervals between the monthly

periods, but becoming more irritable and vascular at those times, and

frequently emitting a sanguinolent discharge. That these hemor-

rhages, etc., from various organs and parts of the body, are dependent

on the suspension of the uterine function is shown by their regular

monthly recurrence or aggravation, and by the fact that on the re-

establishment of the proper catamenial flow these secondary or

symptomatic discharges dry up and disappear.

4. Acne and other Cutaneous Eruptions.—Besides being liable to

become ulcerated, the skin not unfrequently becomes the seat of

other morbid changes in women who are suffering from amenorrhcea.

Thus we often enough see such jjatients become subject to attacks of

a kind of erythema or erysipelas, which constantly recurs, and is

obstinate and difficult to cure. Still more frequently have I ob-

served, in obstinate cases of amenorrhcea, a severe and disti'essing

form of acne rosacea attacking the face, and which becomes aggra-

vated at each menstrual period. This catamenial acne does not

readily yield to any of the applications that are ordinarily success-

ful in removing it, but sometimes disappear at once, as if by magic,

on the restoration of the uterine discharge. I have seen more

rarely on the face, in other cases of amenorrhcea, a true impetigo

menstrualis.

5. Affections of the Nervous System.—Patients who are suffering

from amenorrhcea will almost invariably tell you that they are

subject to frequent and severe headaches, which affect chiefly the

frontal and temporal regions, and which usually become aggravated

at times corresponding to the menstrual period. Even where the

disturbance does not amount to absolute pain, they will still com-

l^lain of an uneasy feeling of weight or heaviness in the head, and of

pressure in the orbits. Frequently, moreover, they suffer from

intercostal and inframammary pains, and from neuralgise in different

parts of the body. They sometimes, also, become subject to fits of

excitement, which come on most frequently at a menstrual period,

and which usually assume a hysterical form, but are at times almost

maniacal in character.

6. Disorder of the Circulation.—In those cases of amenorrhcea

where the suppression of the menstrual secretion occurs in connection

with a condition of general ansemia or chlorosis, I need hardly say

that you will almost always be able to detect the bruit de diable in
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the veins at the root of the neck, and very frequently also a soft

murmur at the base of the heart ; and you will often find the feeble-

ness of the circulation showing itself also in coldness of the ex-

tremities, and, in some cases, even in a certain degree of anasarca

above the ankles. But you will find, further, that, even in the

plethoric form of the disease, the patients are liable to frequent ir-

regularities in the action of the heart, which becomes excited under

the slightest exertion. Even after simply eating a meal, palpitation

of the heart may come on ; for such cases, you must allow me to

add, are very frequently complicated with some

7. Disorder of the Intestinal Canal.—The stomach, as you know,

readily sympathises with the multiform diseases of the uterine sys-

tem ; and in cases of amenorrhoea, it is not surprising to find that the

patient suffers frequently from sickness, and is almost constantly

dyspeptic. This irritable state of the stomach is to be borne in

mind in the treatment of the it renders the patient into-

lerant of some of the remedies which are usually most effectual for

the cure of the disease, and frequently demands a preliminary line

of treatment calculated to restore the intestinal system to a more

natural condition. Lastly, patients who are the subjects of amenor-

rhoea are occasionally liable to

8. Disturhanccs of Respiration.— I have already spoken of the

association of amenorrhoea with phthisis, and the circumstance to

which I wish now more particularly to refer is the regular periodic

occurrence, in persons suffering from amenorrhoea, of a greater or

less amount of dyspnoea, at dates corresponding to those at which

the monthly discharge should have taken place. It might surprise

you to find a symptom of this kind occurring, and occurring so fre-

quently as it does, in connection with suppression of the catamenial

flow. But you must remember that Burdach and other German

physiologists have maintained the view that menstruation is a kind

of vicarious respiration ; a view that looked like a wild German

speculation, until Andral and Gavarret proved by direct chemical

experiment that the theory was not utterly groundless. They

showed, for example, that the quantity of carbonic acid gas given

off by individuals of the two sexes, was nearly equal before the

period of puberty and after the age of child-bearing ; whilst females,

during the time when the uterus was in functional activity, breathed

out a smaller quantity of the gas than males of a corresponding age.

During pregnancy, however, when the menstrual flow is suspended,

and in cases of amenorrhoea, it was found that a larger quantity of
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gas was given off by the lungs, than when there was no pregnancy

and the uterus was performing its nonnal functions. These obser-

vations may afford us some clue to the explanation of the circum-

stance, that in some cases of amenorrhoja, chiefly when dependent

on imperfect development of the uterus, we find the patient, instead

of menstruating every month, becoming affected with more or less

dyspnoea. I have repeatedly seen this catamenial dyspnoja take on

the form of severe menstrual asthma. Some years ago, I saw, with

Dr. Pagan, one of the best and most daring lady-huntresses in

Scotland, labouring under an attack of this " asthma uterinum," and

crying out for chloroform to relieve her ; and such cases are by no

means uncommon. How this symptom may best be combated, and

how the disease itself may be most successfully treated, I shall try

to show you in my next lecture.
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LECTUEE XL.

ON AMENOERHCEA—ITS CONSTITUTIONAL, etc.

TREATMENT.

Gentlemen—I trust that what I have ah'eady said with regard to

amenorrhoea has been sufficient to enable you to understand the

nature of the disease, and to guide you in recognising the forms of it

that may hereafter come under your observation. How you may
treat the disease with most hope of success I am now to endeavour

to explain to you. But before doing so, allow me to remind you

that there are many cases of amenorrhoea where the mere absence

of the menses cannot be regarded as morbid, and where, consequently,

it requires no kind of medical interference. You will, in practice,

often be consulted by anxious and alarmed mothers because the

monthly discharge has not begun to appear in one or other of their

daughters at the usual age. Their fears you can quiet by the assur-

ance that time alone will cure them, and that there is no necessity

for either fear or haste if their health is otherwise good. Again,

women of say forty to forty-five years of age will sometimes com-

plain of the premature cessation of the catamenia, though the

amenorrhoea is neither the result nor the cause of any morbid con-

dition. In these cases the employment of measures calculated to

restore the flow is, of course, not followed by any useful or happy

result. In the vast majority of instances, however, you will be

obliged to put in practice some course of treatment which may be

described as of a threefold character, according as it is calculated to

relieve or remedy the attendant symptoms :— 1. Symptomatic or

Palliative,—or intended to restore the patient's system to the normal

standard of health ; 2. Systematic or Constitutional,—or directed

specially towards the uterine system, with the view of recalling the

suppressed discharge ; 3. Sjmific ; or, 4. Local, and consisting of

means applied to the uterus itself.
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A. Symptomatic Treatsient.

Many of the secondary symptoms which arise in connection

with suppression of the menses are of too slight a character to call

for any special treatment, and most of them will disappear during

the course of a skilfully and successfully directed plan of specific

or local treatment. But some of these symptoms may be occasion-

ally of such a severe and distressing nature as to demand some kind

of immediate palliative treatment. Thus you may sometimes be

called upon to administer some remedy for the

1. Relief of the attendant Asthma.—There are various means

that you may employ for the relief of this very rare but distressing

iMg. lull.

complication. Of these, perhaps the readiest and most immediate

is the inhalation of chloroform. When you use chloroform in the

uterine, as in the other forms of asthma, you do in general not re-

Fig. 100. Tube, with glass or cliina nozzle, for the inhalation of carbonic

acid gas.
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quire to produce with it any deep degree of anaesthesia. A few

drops breathed from the palm of the hand may suffice, and may be

repeated several times if necessary, till the dyspnoea is subdued.

The patient can be taught to administer the vapour to herself in

this manner, without incurring any risk, for dyspnoea, coughing, etc.

Occasionally, however, you require to exhibit a much deeper and

larger dose before the asthmatic paroxysm is subdued. Again, I

have often seen patients suffering from different forms of asthma

greatly relieved, and sometimes completely cured of their attacks by

being made to breathe carbonic acid gas, developed- in an ordinary

beer-bottle, from a mixture of equal parts by measure of crystallised

bicarbonate of soda and tartaric acid with about a tumblerful of water,

and inhaled through an india-rubber tube, or through a narrow

opening in the cork. Our druggists sell a small inhalation apparatus

for the purpose, closely resembling that which I have already de-

scribed and shown to you (see Lecture IX.), as used for the anaesthetic

application of carbonic acid in cancer and neuralgia of the uterus

(see Fig. 100). When inhaled by this apparatus probably not more

than five to ten per cent of carbonic acid mixed with common air

is breathed. But the anaesthetic effect of the gas in some cases of

asthma and irritable cough is very striking. Iodide of potassium,

which, when administered in doses of five grains or more three or four

times a day, proves sometimes such an effectual and almost specific

cure for asthma, is of but little value, so far as I have had occasion

to observe its action, in the amenorrhoeal form of the disease. A more

certain cure for any special attack is to be found in the application

of leeches either over the top of the sternum, or to the pelvic region.

But the repeated application of leeches is attended with too much

depletion and deterioration of the patient's health to permit of our

having recourse to such a remedy on the occasion of every attack of

dyspnoea in a woman whose constitution, it may be, is already below

par. The efi"ect of the bleeding, moreover, although almost always

certain, is only temporary ; and therefore, for the action of the

leeches, there may advantageously be substituted that of two or

three dry cups placed over the chest, behind, or over the sacrum.

All these measures, however, afford merely temporary relief; and

unless some of these direct measures applied to the uterus itself, of

which I shall speak anon, for the restoration of the menstrual dis-

charge, be put in practice, you may expect, with almost absolute cer-

tainty, that at the return of the next or of some subsequent monthly

period there will be a recurrence of the asthma.
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2. Cure of the Neuralgia.—Pains under the left mamma, in the

intercostal spaces, in the sacral region, or in the temj^les, are, as I

have stated to you, among the most constant and clamant symptoms

seen in connection with amenorrhoea. To relieve them you may
administer some of the various narcotics—a practice, however, that

may lead the j^atient into dangerous habits, and which, therefore, I

would earnestly counsel you, as much as possible, to avoid. The

use of small doses of arsenic—two drops of Fowler's solution thrice a

day—will be of more ultimate benefit to your patient, although not

so immediately effectual. Where there is. any indication of a rheu-

matic taint of constitution, you will probably find more satisfactory

results from the administration of thirty or forty drops of the tinc-

ture of actea racemosa three or four times daily in a little water.

Locally, the application of sedative and anaesthetic liniments and

plasters occasionally decreases or removes these neuralgic pains.

Perhaps the most rapid relief you can give your patient will be by

the subcutaneous injection of a watery solution of morphia. She

will point to an undefined space, say in the side, as the seat of

pain ; but if you press carefully with the finger at difi'erent spots,

you will succeed in touching a point, in most cases immediately

under one of the ribs, where jiressure causes more acute suff'ering.

If you adopt Dr. Wood's plan of thrusting a fine-pointed syringe

through the skin at this spot, and then inject ten or twenty drops

of a watery solution of the bimeconate of morphia, equalling the

ordinary strength of laudanum, you will in some cases succeed in re-

lieving the pain at once ; and if it does return, it will probably be in

another nerve, or in another part of the same nerve, whence a repe-

tition of the narcotic injection may possibly again expel it. Latterly,

in this subcutaneous injection of morphia, I have usually contented

myself by sending the anodyne into any spot at the pained part,

without trying to search out for the purpose the supposed site of

the principal branch of the neuralgic nerve. In some cases the

remedy perfectly succeeds ; in others it perfectly fails. And when

it does fortunately succeed, the wonder is, not that it acts as a tem-

porary local anajsthetic merely, but that occasionally the pain does

not return again after the effect of the opiate has passed away. One

of the first cases in which I ever tried this subcutaneous injection

was in this respect one of the most successful which I have ever met

with. The patient, a young Australian lady, had been suffering

severely from the limited pain so often attendant upon deranged

uterine health for two years. Many means, I was told, had been
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tried for its removal, but all in vain. I injected a few drops of a

solution of bimeconate of morphia into the pained part. In five

minutes the pain was gone, and has never, I believe, in any degree

returned. It had much more the speed and brilliancy of a surgical

than of a medical cure. But such instances are rare, very rare.

And when you do use this subcutaneous injection, remember to

warn your patients that sickness and vomiting may follow. Other-

\vise they may be alarmed by the supervention of these sjrmptoms.

The neuralgic headaches which are sometimes so distressing to the

patient in cases of amenojrhoea are usually most effectually relieved

by the aid of heat, applied by means of a sponge squeezed out of

hot water, or otherwise. Patients discover this for themselves ; and

you will sometimes find them applying mustard or turpentine to the

forehead to relieve the deeper pain. In cases where the head-

aches have become of a chronic character, and of constant continu-

ance, I have found the most admirable result from the use of nickel,

administered in the form of the sulphate or phosphate, in doses of

half-a-grain or a grain three times a day.

3. Removal of the Eruptions.—It holds good with regard to the

acne that is wont in some cases to appear each month, perhaps more

distinctly than with respect to any of the other secondary symptoms

arising from suppression of the menses, that the secondary dis-

ease disappears at once when the menstrual discharge is restored.

But, in a few cases, it still lingers on, and sometimes the disfigure-

ment is very distressing to the patient, so that you may be called

upon to make some direct application to the aS'ected part. The

application which I have found most useful in these cases of chronic

catamenial acne is the oil or butter of antimony. This is usually

said to be a powerful caustic ; but if you apply it to the skin

with a brush, and neutralise it speedily with some bicarbonate of

soda, you will find that it causes almost no pain, and is not followed

by any violent effect. What the explanation of its action may be

in cases of acne I am not prepared to state ; but certainly, when

applied in the way I have described every two or three days for a

week or two, it has usually a very wonderful effect in causing the

disappearance of the eruption. If, after being employed for a time,

it should appear to be losing its effect, its use should be interrupted,

and applications should be made alternately of citrine or some other

mercurial ointment, and of some of the preparations of iodine. Most

of the preparations of this last drug labour under the disadvantage of

producing a discoloration of the skin, which renders their applica-
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tion to exposed parts always somewhat repulsive to the patient.

But my friend Dr. Arkwright, of Accrington, has recently brought

under my notice a preparation which seems to possess all the

activity of the tincture of iodine, and which is quite colourles.s, so

that it may be applied to the face or jiainted over strumous glands

in the neck, without any discomfort to the patient. It is composed

of one part of the ordinary compound tincture of iodine of the London

Pharmacopoeia, and two parts of the milder aqua ammonia. This

mixture, which is at first brown, but after standing for forty or fifty

hours becomes quite clear and colourless, may be applied to the

skin two or three times a day for a lengthened period, without pro-

ducing any of the pain or excoriation which attend the prolonged

use of the ordinary tincture, and in obstinate cases of chronic acne

it forms an admirable adjuvant to the other remedies of which I

have spoken. As a local application, rumex ointment often ansM^ers

well ; and if the erujjtion is very irritable, bismuth or cucumber

ointment, with the addition of a drachm of officinal prussic acid to

each ounce of these ointments. Along with these external applica-

tions, however, it is often advisable to combine the internal adminis-

tration of small doses of arsenic.

B. Systematic or Constitutional Treatment.

I have already stated to you that patients suffering from anienor-

rhcea may be either in a state of plethora or of antemia. In either

case they deviate from the normal standard of healtli. Your lead-

ing indication is to bring them back to the standard of health, and

to fulfil this object you require for their restoration two dift'erent

courses of treatment. The jjlethoric patient is to be subjected to a

lowering system of treatment ; leeches, perliaps, being applied occa-

sionally in the region of the pelvis ; mild saline laxatives being from

time to time administered ; diminution of diet being recommended,

and abundant open-air exercise enforced. In cases of anfemia or

chlorosis, on the other hand, the patient requires to be stimulated

and fed up. You then administer the various tonics, and enjoin the

use of a liberal diet ; in all cases, however, having special regard to

the state of the stomach ; for many of these patients, as you know,

suffer sadly from dyspepsia, and to throw in a number of strength-

ening drugs and a quantity of stimulating food into a stomach inca-

pable of digesting and assimilating them, would only be to increase

the mischief which you are anxious to remove and remedy. The

VOL. III. 2 s



62G AMENOREHCEA.

tonics that have in such cases been found most serviceable, are those

derived from the mineral kingdom, such as iron, manganese, zinc,

arsenic, etc. ; and sometimes you will find that, as in the laws regu-

lating the use of diuretics, they will produce the desired effect more

certainly when two or more of them are given combined together at

once, than when one of them is administered separately. The phos-

phates of the first three metals I have named are, perhaps, at pre-

sent, the preparations most in fashion, and they may be given either

in the form of pills, or of the various syrups which are now to be

had of all our principal chemists. It is a matter of so much import-

ance to restore the patient to the normal standard of health, and

some of these tonics, and more particularly the ferruginous prepara-

tions, have been found so serviceable in fulfilling this indication,

that they have come to be regarded in the light of actual emmena-

gogues, and may be discussed as such.

C. Specific Treatment.

Infusions and other preparations of rue, myrrh, savine, and other

herbs, were at one time much administered, under the belief that

they were possessed of some special power of acting on the uterus

and restoring its suspended function in cases of amenorrhoea ; and

ergot of rye, strychnia, etc., are still used with the same object. It

is extremely doubtful whether these or any other drugs are possessed

of any such specific properties. I see it stated in a recent number

of one of the journals that the Japanese are supposed to have an

infallible remedy for the cure of amenorrhoea ; but from our experi-

ence here, I think we may be allowed to doubt whether even in

Japan there exists a drug of such specific power—the effect of most

of our supposed emmenagogues being due, as I have just stated, to

their invigorating action on the general system. But, whatever be

their modus operandi, some of them have so often joroved useful in

practice that you will feel yourself in almost every case bound to make

trial of them for a length of time before having recourse to the em-

ployment of any more direct local remedies ; and even after they

have been administered without any specific effect for some months,

and you have found it necessary to resort to some local measure,

you may still make your patient continue to use

1. Emmenagogues.—If you poll the profession, you will find

that the remedy most widely relied on for the cure of amenorrhoea

is iron, in one or other of its forms and preparations, given either
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alone or in combination with some other tonic, rather than with any

of the so-called emmenagogues. Great faith has been and is enter-

tained of its virtues in such cases by many of the ablest members of

our profession. The late Dr. Marshall Hall, for example, used to

speak of the combination of aloes and iron as being as certain a cure

for amenorrhoea as cjuinine is for ague. The cases in which it is

especially useful are those where the patient is in a chlorotic con-

dition. When a patient consults you, and asks for a remedy for

stoppage of " the courses," and you see that she is sickly and weak
;

when you look at her buccal mucous membrane and find it of a pale

rather than of a red and healthy hue ; when she suflers from oedema

(if the lower extremities ; when she is sul)ject to palpitations, and

you can detect anaemic bruits in the heart and large bloodvessels,

then you would certainly prescribe some preparation of iron, and

continue its administration for many months. If j^ou ask me in what

form the iron ought in such a case to be given, I should say that it

is perhaps a matter of little moment what particular preparation you

employ, so long as the metal gets assimilated and goes to improve

the condition of the blood. Quevenne has shown that all the salts

of iron have the property of increasing the quantity of htematin in

the circulating fluid—all, with the exception of the cyanides, which

are passed oft' unaltered by the kidneys ; and perhaps the point in

regard to which you would be most liable to error would be in re-

garding the quantity of any of the salts of iron put into the patient's

stomach as a measure of the amount of the drug actually absorbed

and assimilated by the patient's system. A limited quantity only

of what you administer will be received into the economy. The

excess is carried off usually in the intestinal evacuations ; and you

must always guard against prescribing iron in such doses as to over-

load the digestive canal and impede its functional activity. Most

practitioners get into the habit, after a time, of prescribing the same

preparation of iron in all these cases, and I find that the preparation

which is most frequently ordered by the members of our profession

in this city is the saccharine carbonate—usually administered in the

form of one or two five-grain pills three times a day. Then there is

the compound pill of sulphate of iron and aloes, which is very mucli

used, and which has this advantage over the other, that the consti-

pating eff"ects of the iron are counteracted by the aloes, and it is thus

less likely to produce any intestinal disturbance. Or you may pre-

scribe the citrate or lactate alone, or in combination with myrrh, or

quinine, or some gentle aperient, according to circumstances. Or
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you may have recourse to the old tincture of the muriate, or Grif-

fith's mixture, or to steel wine, or, in short, to any of the prepara-

tions, officinal or other, that may seem most suitable in any particular

case. The multiplicity of these ferruginous preparations, and the

reputed value of so many of them, only serve to show that in what-

ever form iron can be introduced into the system it will be found of

use ; and I believe that with this, as with many other remedies, what

you should direct your attention to is to administer the drug in a

form that will be as agreeable—or, at all events, as little repulsive

as possible—to your patient. You remember the famous injunction

of Celsus, to cure our patients quickly, safely, and pleasantly. The

cite and the tuto we have probably always more or less in our minds

;

but I fear that in regard to the administration of drugs the jucunde

is too rarely remembered and carried out. Most of our mixtures are

sadly nauseous, and you will find it difficult to administer iron in

any draught that a patient can swallow without repugnance. The

phosphatic syrups are certainly an immense improvement on the

other ferruginous mixtures, but you will meet with patients who are

apt to rebel even against them. Perhaps iron will be most readily

and regularly taken when you administer it in the form of a pill
;

and it is as effectual when given in this as in any other form, for

Quevenne has distinctly shown that the degree of solubility of any

of the salts of iron in water out of the body is no measure of the

extent to which the drug may be absorbed and assimilated by the

system. But the ordinary black pill is such a repulsive object to

many people ; and some patients, and particularly such females as

those who are suffering from the disease under discussion, have such

an unaccountable difficulty in getting them swallowed, that it be-

comes a matter of some importance for you to know how to render

them somewhat less objectionable. And you must not suppose that

this is a mere question of taste or caprice ; for the fact is, your

patient will be deprived of an excuse that is often pleaded for not

taking her medicine, if you can render it palatable to her, and,

moreover, she will be far more attentive to your instructions, and

take your medicines more willingly and more readily, when she sees

you so considerate as to order them in an agreeable form. To the

small dose, and the pleasant preparation of the homoeopathic prac-

titioner is due, in a great degree, the favour he has obtained with a

certain class of the public, and there is no good reason why we

should punish our patients more than he does, or compel them to

take abominable compounds where simpler and more palatable forms
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of the remedy would be equally efficacious. The bitter taste of most

pills is, j^erhaps, their chief objection, and to conceal tliis you may
order them to be coated with silver. There are but few patients

who would find any difficulty in swallowing a silver-coated pill three

times a day ; but many object to the coating on the score of its

expense—for the silvering of pills costs twopence a dozen—and they

ask if there is no cheaper way of hiding the taste. When tolu is

dissolved in chloroform, in the proportion of two drachms to the

ounce, it forms a mixture from which the chloroform readily evapo-

rates, leaving pills which have been dipped and shaken in a few

drops of it, covered Avith a complete and equable coating of tolu.

The tolu renders the pill perfectly tasteless in the mouth ; and at

the same time prevents the occurrence of changes in the drug, by

forming a complete protection against various external influences.

Iodide of iron pills, for example, when coated with tolu, keep per-

fectly well ; and they soon become soft and shapeless without some

such protection. For some time past I have often ordered the pill I

prescribed to be coated with collodion. It renders them tasteless

;

and can be applied in a minute or two, by shaking the pills in a

saucer, after pouring a few drops of collodion over them. You will

find that a collodion-coated pill speedily breaks up in a little water.

But in the manufacture of tasteless pills our American brethren, let

me tell you, have gone fai* ahead of us. I show you here a series

of small bottles from New York, containing what look like comfits,

which are, in reality, pills of various kinds—blue pills, pills of colo-

cynth and hyoscyamus, of morphia, of aloes and iron, assafoetida,

etc.—all coated with sugar, and forming, jjerhaps, the very perfection

of an agreeable remedy. All the ordinary pills of the Pharmacopoeia,

and many others, have been coated with sugar like these before us,

and they are not more expensive, nor less efficacious, as I am assured,

than their usually disgusting representatives in this " old country."

But the objection to the coating of pills with sugar is, that it re-

quires to be done on the large scale, and cannot be applied to any

dozen or two of pills that you may requii'e to prescribe. In the

drying of the sugar, moreover, they are exposed to a high tempera-

ture, which might destroy some of the remedies you wish to ad-

minister. But even when the disagreeable taste of the drug has

been concealed, and such a pleasant taste as that of sugar sub-

stituted for it, there are some patients who have an inexplicable

kind of constitutional difficulty in swallowing pills. Try it as they

may, they tell you the pill " won't go down." In such cases you must
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administer a liquid preparation ; and in prescribing sucli you must

remember that the compound salts, such as the ammonio-citrate or

the potassio-tartrate, which is the salt dissolved in the so-called

wine of iron, are the least offensive ; and that most patients find the

phosphates administered in the forai of syrup along with manganese

and phosphoric acid, or along with lime, soda, potash, and muriatic

acid, as in Parrish's " Chemical Food," not merely tolerable, but

extremely pleasant and palatable. I have, for some years past,

been much in the habit of using a fluid preparation that I have

already alluded to—-viz., the syrup of the perphosphate of iron made

by dissolving one grain of the phosphate in a teaspoonful of a solu-

tion of the glacial phosphoric acid of the strength of the dilute phos-

phoric acid of the London Pharmacopoeia. From twenty to thirty

grains of sugar are also dissolved in each teaspoonful of the mixture.

A teaspoonful of this syrup mixed in a wine-glass of water makes a

draught which is to most palates not at all disagreeable. The

usual inkish taste of the chalybeate is lost in it. I generally pre-

scribe it with a grain of the phosphate of manganese added to each

dose. Manganese has an action on the blood and body very ana-

logous to iron, and, like nickel, may be employed both as a sub-

stitute for it and as a valuable addition to it. But the administra-

tion of iron, whether it be given alone or in combination with other

tonics or emmenagogues, as in most cases it ought to be, will not

usually suffice to restore the catamenial flow in every case, however

long its use may be continued. In the majority of cases you will

be called to recommend, or have recourse to, some additional, more

direct means of treatment. It is advisable sometimes, for instance,

to recommend certain

2. External Applications.—Cupping-glasses, poultices, and various

irritants, have been applied to the mammae with the view of exciting

a sympathetic action in the uterus, and cuj^ping over the sacrum or

the application of leeches around the verge of the anus, are often

serviceable in plethoric subjects in relieving congestion and promot-

ing the return of the menstrual secretion. Occasionally two or

three leeches applied to the pelvis or limbs punctually every month

appear, as it were, to teach Nature again her lost periodicity, and

prove at last aj^parently successful in curing those cases of amenor-

rhoea in which there is no counter-indication to such small evacuations.

Patients sometimes put their feet regularly into hot water with the

same view ; and you will occasionally meet with good results from

the enforcing of this practice, or from making the patient sit for four
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or five successive niglits, for twenty minutes or half-an-hour, in a liiji

bath, to which, if you think fit, a little mustard may be added.

3. Injections into the Bectum or Vagina.—I have already spoken

of aloes as sometimes given in cases of amenorrhcea along with iron,

to counteract the constipating tendency of the latter ; and I should

have stated that aloes is preferred to other aperient drugs because of

its exerting its special influence on the rectum and lower part of the

colon, whence it is supposed that a reflex stimulus is conve3'ed to

the uterus, whicli tends to excite that organ to full functional

activity. Under the same idea injections of aloes and other local

intestinal irritants have sometimes been recommended and made

into the rectum, with, it is averred, occasionally successful results.

More directly irritating applications to the uterus itself have some-

times been made by injecting various stimulating fluids into the

vagina, as in Italy, where the injection into the vagina of a tea-

spoonful of aqua ammonige in a cup of milk has been recommended

as one of the most certain measures for restoring the catamenial flow.

J have still the local treatment of amenorrhcea to discuss ; but I

must reserve this topic till we meet again.
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LECTUEE XLL

AMENORRHCEA—ITS LOCAL TREATMENT.

It not unfrequently occurs in practice that; after having attended

to all the indications which I have laid down, and after having used

the several varieties of remedial measures that I have described, still

the amenorrhoea persists. The general health and powers may be

restored, but still the catamenial discharge does not return.

A local action or irritation sometimes requires to be superadded

in order to initiate the menstrual action
;
just as the clock, though

duly and fully wound up, will not tell the march of time till the

pendulum is swung. And again, there are other obstinate cases of

amenorrhoea connected with imperfect development of the uterus,

or with atrophy and super-involution of the uterus after delivery, or

—let me add, with threatened phthisis and chest disease,—where

the local treatment is necessary from the first, inasmuch as in these

forms mere constitutional treatment usually and utterly fails to cure

the disease.

By the term " local treatment " of amenorrhoea we understand

the direct application of local therapeutic stimulants or excitants to

the vaginal canal, or, more specially, to the uterus or uterine cavity

itself. Let me speak of

—

1. Local Emmenagogues applied to the Vagina.

I have already, in the remarks that I made upon the specific

treatment of amenorrhoea, alluded to the injection into the vagina

of a solution of aqua ammonise in milk as a means of exciting the

menstrual secretion. The injection is made by adding a teaspoon-

ful of aqua ammonife to the pint of milk. But I readvert to the

subject of local means applicable to the vagina for the cure of

amenorrhoea chiefly with the object of observing that the ancient

physicians appear to have been much in the habit of employing in

amenorrhoea local measures of this description. In those writings

of the Greek, Eoman, Arabian, and mediaeval medical authors that
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refer to the diseases of women, you will find constant references to

the treatment of amenorrhoea by local stimulants introduced into the

vagina. These stimulants were applied under the various names of

" suppositoria vaginalia," " balani," " nascalia," etc., but usually they

were spoken of in the literature and practice of those ancient times

under the name of pessaries. In modern obstetric practice the term

pessary has been usually limited to mechanical sujjports introduced

into the vagina for the purpose of supporting the uterus when pro-

lapsed or displaced. In ancient obstetric language the term was

far more generally aj^plied to various medicated applications intro-

duced into the vagina for the cure of uterine functional diseases, as

amenorrhcea, menorrhagia, etc. When used for these medical pur-

poses, the pessaries of the ancients usually consisted of medicated

ointments or liniments spread upon elongated j^ieces of wool ; and

sometimes of stimulating ingredients incorporated with honey or

other semi-unctuous substances, and enclosed in a linen bag. " A
pessary," to quote the definition of Paulus ^gineta, " consists of

carded wool, rounded to the shape of the finger, and impregnated

with the medicines." Now, the drugs used in the formation of

these ancient medicated pessaries appear to have been both very

numerous and very various. For they included oils, juices, and

other suitable preparations, from all that long, long list of emmena-

gogues in which the ancients believed. These emmenagogues would

act, they seem to have supposed, upon the uterus, whether intro-

duced into the stomach or applied to the vagina. They compre-

hended also various direct local stimulants—as turpentine, cantha-

rides, verdigris, or acetate of copper, etc. I am not aware that, in

modern times, medicated pessaries have been employed with the

view of producing an emmenagogue action ; and the fact of their

total disuse for this purpose is, perhaps, the strongest argument

against their power to produce any eifect upon the stimulation of the

menstrual secretion. You are aware, however, that medicated

pessaries containing bismutli, iodide of lead, mercury, morphia, bel-

ladonna, etc., are used successfully in uterine therapeutics for other

purposes. In using for the reduction of uterine neuralgic pains and

supersensibility belladonna pessaries, with a few drops of oil and

chloroform introduced into their centre—a plan which is often of

great use in hysteralgia—I have sometimes fancied that the chloro-

form when thus locally applied had occasionally a decided emmena-

gogue effect. But whether this drug, or any of the many new stimu-

lants in modern pharmacy that could thus be applied locally to
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the vagina and cervix uteri would really act as local emmenagogues,

is a question that only experience can decide, and probably that

decision will be. adverse. Let me here, when I am speaking of the

medicated pessaries of the ancients, further observe that they fancied

that they possessed medicated pessaries which could fulfil more

remarkable indications than even the restoration of the catamenial

secretion. "We know, from only too numerous sources, that criminal

abortion was extensively practised in the ancient Pagan world.

Various Greek and Roman authors speak of medicated stimulating

pessaries, which, when introduced into the vagina, were supposed

to be capable of exciting expulsive uterine action in the pregnant

uterus. Already, upwards of 2000 years ago, this oxytoxic action

of medicated pessaries was believed to be so certain, that Hippo-

crates made his disciples swear that they would not employ these

pessaries for the production of abortion. No drug is known, in

modern times, to have the property, when applied to the vagina,

of arousing the uterus into parturient action. But if any such

drug were discovered, it would, I believe, be applied by the pro-

fession of the present day to its only legitimate purpose, of inducing

premature labour in those cases and circumstances in which that

induction is now had recourse to. But let us pass on to the con-

sideration of

2. Local Emmenagogues applied to the Uterus.

The surface of the cervix uteri has been occasionally made the

seat of local stimulating applications for the restoration of the

catamenial secretion. The lining membrane of the uterus and the

cavity of the organ have latterly been more frequently used for this

purpose.

1. Nitrate of Silver to the Cervix Uteri, applied in substance or in

a strong solution, so as to blister, is occasionally used, with some

degree of success, by our Trench medical brethren, for the cure of

amenorrhoea. Lubanski and Egan have published cases of its suc-

cessful employment. But

2. Direct Stimulants applied to the Uterus or Uterine cavity itself

are undoubtedly the most certain means at our command for recall-

ing its suspended menstrual function. The irritant may be nitrate

of silver, or cantharides, or iodine. They may be applied to the

lining membrane of the uterine cavity by means of such an instru-

ment as that I now show you. This is simply a Lallemand's porte-

castique of sufficient length to pass readily into the interior of the
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uterus,—curved so as to acLapt it to the uterine inclination, and

furnished with a knob, like tliat on the uterine sound, at two and

a half inches from the point, to enable you to know when the instru-

ment has reached the fundus. Charged with some powdered nitrate

of silver, or cantharidine powder or ointment, it is introduced, about

the period when a menstrual discharge might be expected, into the

interior of the uterus, and the stylet being then pushed forward,

and subsequently rotated twice or thrice, the irritant is thus sprinkled

over the mucous membrane, or dissolved out so as to come in contact

with it. I have often known this form of irritant application pro-

duce menstruation in a few hours ; and excite the womb in obstinate

cases, Avhen repeated at monthly intervals, to the healthy perform-

ance of its normal functions, and so put an end to a long train of

distressing symptoms.

3. Dry Cupping the Lntcrior of the Uterus.—Some years ago I became

strongly impressed with the idea that if we had any means of, as it

were, dry-cupping the interior of the uterus, so as to draw the blood

in larger quantity to the surface of its lining membrane, we might,

perhaps, succeed frequently, in some varieties of amenorrhoea, in

exciting the uterus to the resumption of its functions, and effect a

temporary relief in the condition of our patient similar to that pro-

duced by leeches applied to the cervix uteri and elsewhere, but

superior to it in being a more perfect imitation of Nature's mode of

relief, and not likely to be attended with so much general deteriora-

tion of the system. With this view, I have made frequent use of a

tube resembling in length and size a male catheter, with a large

number of thickly-set small orifices stretching along for about two

inches from its extremity, and having an exhausting syringe adapted

to its outer or lower extremity, by which the air could be withdrawn

after it had been introduced into the cavity of the uterus. The use

of this instrument is in some cases attended with striking results.

It usually happens that after a few strokes of the piston of the

syringe, and the retention of the instrument for two or three

minutes in utcro, a small quantity of blood is found in the tube of

the instrument after its withdrawal. For it does not exactly

operate as a mere dry-cupping apparatus congesting the lining mem-

brane of the utei'us. More generally the exhaustion of the syringe

draws the mucous membrane of tlie uterus so much through the

numerous small orifices which perforate its uterine extremity, that

these congested and constringed points yield a little blood. I have

known the menstrual secretion to follow immediately upon the use
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of this means in cases of amenorrhcBa that had been of long stand-

ing. But more generally it requires to be employed several days

successively, or successively for a few days at two or three menstrual

periods, before this happy result is obtained. And occasionally it

Fig. 101. Fig. 102.

will, like all other emmenagogue means, fail entirely. In fact, in

the process of normal menstruation, other normal conditions obtain,

besides a congested and active state of the vessels of the secreting

nmcous membrane of the uterus itself. The observations of Drs.

Fig. 101. Porte-castique for applying nitrate of silver, etc., to the interior of

the uterus.

Fig. 102. Instrument for drj'-cupping the interior of the uterus.
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Power, Lee, Girdwood, and others, show that menstruation is de-

pendent upon changes in the ovaries or ovarian vesicles, as well as

upon changes in the uterus. Sometimes the changes in the ovaries

may possibly be present without the induction of the corresponding

secretory action in the mucous membrane of the uterus. In such

instances, in particular, the local means—nitrate of silver and dry

cupping—that I have hitherto s2:ioken of, may perhaps be chiefly of

use. But probably in those cases where the ovaries recpure to be

stimulated as well as the uterus, we have a more likely means of

accomplishing this double purpose in the means I have next to men-

tion, than in those I have hitherto adverted to. I allude to the

introduction and wearing of a small and usually galvanic intra-uterine

pessary as a general stimulant to these organs. In one of the first

cases in which I successfully tried this means—now many years ago

—the patient, after menstruation commenced, was, in consequence of

great exposure and cold, attacked with acute double pneumonia,

which rapidly proved fatal. On the post-mortem examination of her

body, along with Dr. Eobert Hamilton, who had attended her in

her illness, we found the menstruation, which had been established

for the first time for many months, accompanied with the usual con-

gested and hypertrophied appearances in the lining membrane of the

uterus, and with the apoplectic rupture and destruction of a Graafian

vesicle in one of the ovaries.

4. Intra-uterine Pessaries.—This form of instrument consists simply,

as you perceive, of a small copper bulb (see Fig. 103, a h), from the

middle of which there rises a stem, d, made half of copper and half

of zinc, and measuring 2\ inches in length, or rather less than the

length of the uterine cavity. In introducing it, the patient is placed

as usual on her left side, and the forefinger of the right hand having

been brought into contact with the os uteri, the instrument is guided

along it either with the right thumb or with the fingers of the left

hand until the point of it passes through the orifice into the canal

of the cervix. Usually you will experience no great diSiculty in

passing the instrument in this way up as far as the os internum ; and

if you now remove the point of the forefinger from the os and apply

it below the bulb of the instrument so as to press it gently upwards,

you will sometimes succeed, with the greatest ease, in insinuating it

entirely into the uterine cavity, till the upper surface of the bulb is

felt to be in apposition with the lips of the cervix. In other cases,

however, you will meet at this stage with some degree of difficulty,

for the OS internum is occasionally the site of a kind of stricture,
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and this state of matters is further not unfrequently complicated by
a slight anteflexion of the whole organ at the union of the body
and cervix, so that the point of the pessary is apt to be caught at

this level, and its complete entrance into the uterine cavity ob-

structed. In such cases you will best effect your object by pressing

the bulb of the bougie very much towards the hollow of the sacrum,

so as to tilt forwards the point of it, and to make it move slightly

from side to side, or from before backwards, when you will feel it

Fig. 103.

suddenly passing the constricted spot, and the uterus settling down,

as it were, on the instrument, without the exertion on your part of

any active or injurious amount of upward pressure. I have spoken

of the introduction of the intra-uterine stem pessary as being effected

by the unaided action of fingers, because, for a long time past, I

have never had recourse to any other means. But, as you may
observe, there is, on the surface of the bulb oj^posed to that from

Fig. 103. Full-.sized sketch of the galvanic intra-uterine pessary, a b d, and of

the staff, c, used for introducing it. a. Perforation on tlie lower surface of the

bulb, a b, of the pessary, into which tlie point of tlie staff is made to fit ; b d,

stem, or intra-uterine portion of the instrument, consisting in the lower half,

from b to d, of copper, and towards the point of zinc.
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which tlie stem springs, a small orifice, a, intended to admit the

point of a stafl:', c, which may be used to facilitate the introduction

of the pessary. The staff is made of steel, is about eight inches

in length, and is slightly bent at the point, so that when it is fitted

into the hole in the bulb of the bougie, the latter can be guided by

means of it in any direction, with more precision and power. I

fear, however, that no mere description I can give you as to the

mode of passing the intra-uterine pessary will enable you in any

case to effect its introduction. This is one of those little operations

which you will only succeed in performing properly by a certain

amount of practice ; and I believe that after you have tried it a few

times, so as to have gained a little tact and skill in the manipulation

of the bougie, you will come to effect its introduction easily with the

fingers alone, and discard altogether the use of the staff. There is

one secret recrardin" the introduction of this instrument that I haveo o
to tell you. Sometimes you may have succeeded in passing the

uterine sound easily enough, but are foiled in your effort to intro-

duce the permanent pessary. In .such a case you may save pain to

your patient and trouble to yourself, by reintroducing the sound,

and leaving the patient lying with it in the uterus for half-an-hour

or an hour, at the end of which time you Avill find it is so placed or

so patulous as readily to admit the intra-uterine bougie. But you

may ask, will tlie instrument thus introduced remain of itself situf

In the majority of cases it will ; and always with most certainty in

those where the internal orifice has been so contracted or curved as

to render the introduction of it somewhat difliicult. In other cases

its reintroduction is attended with no diflficulty or discomfort, and

you will find that after it has been worn for some days, the zinc

half of the stem becomes covered with a white saline crust of greater

or less thickness, which tends to enable it afterwards to keep its

position. Though the zinc portion is generally deeply incrusted on

the withdrawal of the instrument, the copper portion is always, on

the contrary, clean, and clear of all deposit. Before reintroducing

it, remove the crust from the zinc portion, and wash it with vinegar.

If j^ou find it necessary, you may sometimes introduce below the

instrument, as I have not unfrecjuently done, a small gutta-percha

pessary, such as Ave use in the treatment of prola2:)sus uteri, which

will support the intra-uterine pessary and prevent it from slipping

out. I never saw the use of this instrument for the cure of amenor-

rhooa attended Avith any untoAvard result, and I and my assistants

have employed it in a very great number of cases. Often Ave see
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its introduction immediately followed by the most marked results,

especially with regard to the cure of the headaches and other

secondary symptoms ; and if worn for a sufficient length of time, it

does not often fail in exciting the uterus to the performance of its

functions, or in recalling them when they have become suspended.

I have seen menstruation speedily recalled by it after almost shop-

loads of physic had been used in vain for the purpose. It produces

its effect, I believe, simply by the gentle and continued stimulation

of the whole uterine system. Probably other kinds of foreign body

lodged there would produce much the same effect ; and I have

treated cases of amenorrhoea with success by the introduction of a

stem pessary made entirely of copper or of German silver, such as

is used for dilating the cervical canal in cases of dysmenorrhoea.

But in cases of simjile amenorrhoea I prefer to have the instru-

ment made of two different metals, as suggested by Dr. Weir, because

the slow galvanic action resulting from the chemical changes

effected in the zinc increases the chances of a speedy and successful

issue. For, let me remark, finally, there is yet one other means

which has been often much relied on and bepraised as eminently

serviceable for the cure of amenorrhoea—viz. the application to the

uterus of

5. Electricity and Galvanism.—Among their multifarious medical

applications, galvanism and electricity have been from time to time

employed in the treatment of various uterine disorders
;
and, in the

latest American work on their use in medicine, by Dr. Garratt, of

Boston, I find the author speaking of them as almost the only cer-

tain means of exciting the action of the uterus in cases of amenor-

rhoea. To apply them to this organ you need to be provided with

special forms of conductors. I believe that the slow but long-con-

tinued action of the intra-uterine galvanic pessary will produce the

effect with far more certainty than the repeated application of a

stronger current ; and I am sure that when you have found how
easy it is, after a little practice, to introduce the instrument, and

when you have witnessed in a few cases the safety and success that

attend its employment, you will become more and more inclined to

treat those very obstinate cases of amenorrhoea by means of the

galvanic bougie rather than by any more irksome or prolonged plan

of treatment. The galvanic pessary, however, is a measure which

you would not be justified in ever employing in young and unmarried

patients, except the great obstinacy of the case, the severity of the

sympathetic or secondary effects, or the danger to the patient's health
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and life, gave you adequate warrant for such interference. In the

less clamant cases of amenorrhcea we would rejoice to find any ex-

ternal mode of applying electricity effectual as an emmenagogue,

whether the electricity were derived from induction, as when the

so-called " Faradaic currents " are used ; or from chemical decompo-

sition, as in the various forms of galvanic battery ; or from fric-

tion, as when electric sparks and discharges from the Leyden jar

are employed. Of the effects of Faradisation in amenorrhoea I

know little practically. But I have seen the galvanic current em-

ployed some fifteen or twenty years ago often, and certainly, on the

whole, with little or no emmenagogue effect. About a quarter of a

century ago electric sparks directed tlirough the uterine region were

tried in many cases of amenorrhea by my predecessor. Dr. Hamilton,

and my friend Dr. Ziegler, who is most thoroughly acquainted with

medical electricity and its applications in practice. I have Dr.

Ziegler's high authority for stating that, after making many trials

of it in amenorrhoea, the impression left on his mind is, that, as an

emmenagogue, it is in the main quite ineffectual and useless. It is

but right, however, to add that some observers, as Dr. Golding Bird,

have arrived at a different and far more favourable conclusion ; but

I am inclined to place great reliance upon the results of Dr. Ziegler's

experience on this subject.

Amenorrhcea connected with an Undersized Uterus.

I have hitherto neglected to speak of the special treatment of

the kind of case that gave rise to these observations—viz. an amenor-

rhoea with an undersized uterus. Now, in atrophy of the uterus,

whether from imperfect original development of the organ at puberty,

or from super-involution during the puerperal state, the chief hope

that we can, I think, ever entertain of the cure of the amenorrhoea,

consists in the use of the intra-uterine or galvanic pessary. For it

is only by this means that we can expect to remove the undeveloped

organic state of the uterus upon which the amenorrhoea depends.

To understand its mode of action in these cases, let me here state to

you that in uterine therapeutics, as in uterine pathology and physi-

ology, there prevails the great general law, that all continuous and

increasing irritations and expansions of the uterine cavity or uterine

walls from foreign bodies, leads to increased growth and hyper-

trophy in the walls of the organ. This is true whether the foreign

body be an ovum, as in uterine physiology, or a polypus or fibroid

VOL. in. 2 T
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tumour, as in uterine pathology, or a series of gradually enlarged

intra-uterine pessaries, as in this instance of uterine therapeutics.

But a mere acute temporary'expansion of the uterus or uterine walls

is not sufficient to lead to their development or hypertrophy.

Hence, for example, the temporary use of a sponge tent or tents in

the cavity of the uterus for one or two days will not suffice. The

irritation, if I may so speak, must be much more chronic and pro-

longed in its action. Where the uterus is very undersized, as

ascertained by the uterine sound, where it is not above an inch or

an inch and a quarter in length, all treatment will, I believe, pro-

bably prove useless. But where the atrophy or diminution is not

so great, and the organ not, perhaps, a few lines less in length than

the normal uterus, you have a good chance of relieving or curing

your patient, by making her wear a series of small galvanic pes-

saries, of greater and greater length and thickness. I have now
repeatedly seen menstruation both temporarily and permanently

restored by this simple means. The history of the first successful

case of this kind which I met will probably illustrate the practice

better than any long detail. The history of the case of amenor-

rhoea to which I refer impressed itself upon my memory by its

peculiar obstinacy, by the variety of measures that were employed

for its cure, and by the complete success which finally attended the

use of a means of which I shall presently speak, after the patient

had nearly reached her thirtieth year. The patient, who was the

sister of a doctor, and had been under the care of various medical

men at different times, had from puberty suffered from amenorrhcea

and its attendant evils, more esisecially from asthma, recurring every

month and lasting for several days, and interfering sadly with her

health and happiness. She had never once menstruated regularly,

the uterus being slightly undersized. She had taken quantities of

medicine of every possible kind, had been repeatedly leeched, and

had been subjected to many different local applications, sometimes

with some little relief to her symptoms, but never with any result

at all approaching to a cure. Believing that in such a case all hope

of radical relief was vain, except through measures directed towards

the uterus itself, I persevered for a time in the application of nitrate

of silver to the lining membrane of its cavity, in the manner I have

described to you ; and the operation was always attended with more

complete and lasting relief than the patient had ever before experi-

enced. This treatment was for several months persevered in ;
but,

both she and I having become tired at last of imperfect and tran-
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sient results, I had recourse to the introduction of a small metallic

pessary into the uterine cavity. In the case of the lady of whom I

now speak, the introduction of this instrument was followed by the

speedy relief of all her more urgent symptoms, and particularly of

her monthly fit of asthma ; and after she had worn it for some

weeks she was equally astonished and delighted to find, at the re-

currence of her next period, a free menstrual discharge, instead of

the dreaded apnoea with which she had been so long afflicted. She

continued to wear it for ten or twelve months until her health be-

came so far restored that she was able to go to a ball—a kind of

amusement in which she had never before been qualified to indulge.

When the discharge appeared to have become fairly established, the

instrument was at last removed ; and for some months the patient

continued to menstruate regularly, and to enjoy good general health.

On the recurrence of cold weather, however, the uterus again failed

to perform its function, and instead of having the proper menstrual

discharge, she was attacked with one of her old fits of asthma. At

her own suggestion and urgent solicitation I again introduced the

galvanic pessary, and she wore it for about three years altogether,

without ever experiencing from it any kind of inconvenience. The

uterus during that time performed its functions painlessly and regu-

larly ; the secondary symptoms were all kept in abeyance ; and it

was only at length finally removed when the uterus was found to

be equal to the performance of its functions without the presence of

any irritant in its interior. The same good effects which were here

produced I have seen resulting from the use of the intra-uterine

bougie or pessary in various similar cases.
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LECTURE XLII.

ON RUPTUEE OF THE PERINEUM.

Gentlemen—In the course of my Lectures on Mid^vifery I have

had occasion to point out to you the necessity of guarding against

an accident tliat is liable to occur towards the close of the second

stage of labour. Laceration of the perineum is the accident to

which I refer, and you may remember that I told you that it was

a very rare and altogether exceptional case for a woman to pass

through her first labour without sustaining some injury, more or

less, of the structures that close the outlet of the pelvis. We can

hardly be surprised to find the perineum giving way to some extent,

when subjected for the first time to the stretching and straining

produced by the pressure of the descending foetal head ; and since

my attention has been more particularly directed to this point, I

think I have seen no first labour terminate without a slight lacera-

tion of some of the parts. In most cases it is extremely trifling

—

sometimes consisting of nothing more than a simple fissure of the

mucous membrane, which one would easily overlook who was not

searching specially for it ; whilst in a few the tear passes over the

anterior margin of the perineum, and involves the skin and inter-

vening textures as well, to the extent, perhaps, of half-an-inch or

an inch. Such tears, however, are matters of no pathological

moment, and require no kind of active treatment. If the patient

be kept lying on her side, so that the lochial discharge be hindered

as much as possible from washing directly over the raw surface,

and the nurse be attentive in keeping the passage clean, the wound

will speedily heal, and by the time the patient is able to be out of

bed, you will find almost no trace remaining of the injury.

Rupture of the perineum may occur, however, not only at its

anterior margin. I show you here a preparation (see Fig. 104) of

the external parts of a patient in whom, during labour, the peri-

neum had given way in the centre, so that the child was forced out

not through the vulva, but through this artificial opening. Such

central ruptures of the perineum are very rare, and if the edges of
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the raw wound are carefully brought together it will close up readily

enough. A small fistulous opening will be left, as in this case, which

does not in any way interfere with the patient's comfort, or lead to

any impairment of her health.

Fig. 104.

But the form of laceration to which I wish now more particu-

larly to refer is that more severe variety where the rent passes

back through the whole thickness of the perineum, as far as the

sphincter ani, or where the sphincter itself, and perhaps also a

portion of the recto-vaginal septum, are torn through, so that the two
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cavities are thrown into one. Such grave lesions are, fortunately

of comparatively rare occurrence, and arise only under special cir-

cumstances.

CAUSES OF THE ACCIDENT.

The causes of rupture of the perineum are usually divided into

Predisposing and Proximate, or those which render the patient liable

to the accident and those which actually bring it about.

I. Of the Predisposing Causes.

1. Preternatural iSmallness or Rigidity of the Vaginal Orifice is,

perhaps, the most frequent. At least, this condition obtains in a

pre-eminent degree in first labours, and all observation shows that

in first labours the accident is peculiarly liable to occur. By the

time that the head descends on the floor of the pelvis, the soft parts

have all become softened and relaxed, as a result of the process

described as vital dilatation, and as it presses downwards and for-

wards through the vulva, the structures yield and dilate before it,

till an aperture is formed large enough to permit of its easy egress.

When a patient has once given birth to a child, and the structures

of the perineum have been once relaxed and distended, their re-

laxation and distension will be easily and speedily eff"ected in a

subsequent pregnancy, unless they have become the seat of some

morbid change ; but in first labours the process of dilatation is so

much more protracted and imperfect that the descending head is

apt to force a way for itself through the firm and inelastic tissues.

Such a rupture will be all the more liable to occur where, as a

result of the natural conformation of the patient, the vulvar orifice

is unusually small. The size of the perineum, as you are aware,

varies greatly in different indiAaduals even of the same general

size, the anterior margin reaching farther forward in some cases

towards the arch of the os pubis, and rendering the outlet so small

that it is impossible for an ordinary-sized foetal head to pass with-

out tearing it backwards to some extent. Or the narrowing of the

outlet may take place at the other extremity of the pudendal orifice,

as has been remarked by my friend Mr. Carmichael in the case of

a patient on whom I had operated for ruptured perineum, and in

whom, on the occasion of a subsequent confinement, the laceration

was renewed. In that case the arch of the os pubis was so con-

tracted, in consequence of the approximation of the descending
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rami, that the occiput of the child could not come closely in apposi-

tion with the symphysis, but was pushed so far backwards and

downwards as easily to admit the finger ; and in the case of such a

conformation of the parts you can readily understand how the head

would be obliged to make a way for itself by pressing more than

usually backwards, and tearing through the obstructing perineum.

I need scarcely add that a patient will be all the more liable to

suff"er from rupture of the perineum, if, on the one hand, she happen

to give birth to a child before she have reached a proper age, and

before the canals have attained their proper size and strength ; or

if, on the other hand, she first becomes subjected to the process of

parturition after she has attained a somewhat advanced age, and

the tissues have become hard and undilatable.

2. Morhid Changes in the Part : Bifjidity of Youth or Age.—The

natural rigidity of the parts may be further increased in conse-

quence of diseased action taking place in the structures of the

perineum ; which will have the effect of rendering the tissues more

friable, at the same time that it leaves them more indurated and

unyielding. Thus you may have ulceration going on when labour

sets in ; or you may find the results of old ulcerations in firm cica-

tricial thickening of the parts ; or they may be the seat of inflam-

matory, syphylitic, or malignant deposits of various kinds ; and

whenever in any case of labour you meet with such morbid changes

in the perineum, you must be more than usually careful to use all

measures likely to avert the danger of its laceration.

3. Too rapid Labour.—It has been remarked that where the pro-

cess of parturition goes on too hurriedly, the patient is in some

danger of suffering from laceration of the perineum ; and you can

easily understand how this accident might happen in any case

where the uterus was acting so energetically as to push the foetal

head rapidly down through the pelvis, and to force it through the

lower outlet before the soft parts have had time to undergo the

necessary degree of relaxation and dilatation. Some practitioners

have fancied that the strong involuntary expulsive efforts made by

patients in whom the sensibility was obtunded by the use of chloro-

form were more liable to this accident ; but I have never witnessed

it under circumstances which would justify me in thus explaining

its occurrence.

Such are the principal cases and conditions in v/hich you may

anticipate the occurrence of laceration and rupture of the perineum.

But, as the immediate exciting causes of the accident, various other
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elements have to be considered. It would not be easy to decide

what is the most frequent

II. Of the Proximate Causes.

1. Descent of the Foetal Head.— It most frequently happens

that rupture of the perineum is produced when the head emerges

from the outlet ; and even, in cases where the passage of the

shoulders seems to be the occasion of the greater part of the lacera-

tion, the injury is usually begun during the passage of the head.

In a perfectly normal state of the parts, the head makes its exit

after stretching them to their utmost without producing more than

a trifling tear in the mucous membrane. But when any of the

predisposing causes to which I have directed your attention are in

operation, then a head, even though of normal size, will be apt to

cause a more extensive laceration. The danger will be increased

where the head itself is at all enlarged, or so firmly ossified as to be

incapable of collapsing and adapting itself to the calibre of the

canals through which it has to pass. Again, in those cases where

the face presents, or where the head descends in some other unusual

position, rupture is liable to occur in consequence of the larger dia-

meter of the head being then forced through the vulva ; and in all

such cases especial care must be taken to guard against the occur-

rence of the accident.

2. Simultaneous Emergence of loth Shoulders.—Although lacera-

tions of the perineum are usually initiated, and often accomplished,

during the passage of the head through the vulva, the extent of

the laceration in many cases depends on the degree of stretching

produced during the transit of the shoulders. In some instances

where the perineum has appeared to permit the escape of the head

without suffering any injury, and the practitioner is congratulating

himself that the risk is over, and perhaps has been less careful to

continue the support he had been diligently applying previously, he

is disappointed to find that during the passage of the shoulders

the structures have given way, and a rent has taken place through

the recto-vaginal septum. If we have the opportunity of witnessing

such a case, we may observe that the ordinary mechanism of labour is

modified, and the shoulder which lies in the arch of the jsubis attempts

as it were to escape before the other has cleared the perineum. If

the uterus be contracting very powerfully, both shoulders may be

shot simultaneously through the lacerated floor of the pelvis ; and
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you requii'e to bear in mind the possibility of such an accident in

cases where there is some delay in the expulsion of the body after

the head has been born, and you find it necessary to expedite the

labour. For I have to observe that lacerations of the perineum

are too often the result of

3. Operative Interference.—In forceps cases you will sometimes

find it impossible to avert some degree of laceration, particularly

where the instrument is required on account of preternatural rigidity

of the soft parts or unusually large size of the foetal head. In foot-

ling cases also, and in cases of podalic version, we require to be care-

ful lest rupture of the perineum occur under too hasty extraction of

the foetal head, without due regard being had to the axis of the

pelvic outlet.

SrarPTOMS AND Diagnosis.

However it may be produced, the accident is easily recognised.

The tear is readily felt by the finger.

Where some months have elapsed since the occurrence of the

accident, the patient may come complaining of inability to retain the

contents of the bowels. She may be unable to retain even solid faeces

in the rectum ; and where there is any diarrhoea—and such patients

are prone to suffer from mucous discharges from the bowel— or

where aperients have been used, the liquid contents infallibly escape,

leading to the utmost distress. In this way the morbid condition

may render the patient unfit to enter society. There is, at the same

time, a liability to the jiroduction of prolapsus of the uterus and

vaginal walls, and where the uterus is hypertrophied and engorged,

complete protrusion of it may result.

TREATMENT.

Your treatment of such an injury will vary, according as you

have to do with a recent case or with one of longer standing. But

let me remark that much may be done to prevent its occurrence,

and you must be ready to employ some

I. Prophylactic Measup.es.

a. Support the Perineum.—Where the vaginal orifice is small,

or where the head is preternaturally large or prematurely ossified,

or where it is descending in some unusual position—in short, where

any of the conditions are present which I have been pointing out to

you as likely to lead to the accident—you will take special care to
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avert it by supplying support to the perineum with more than usual

diligence.

b. Direct the Tear by Lateral Incisions.—In cases where you see

that laceration is inevitable, and that the head cannot free the pelvic

outlet without injury to the soft parts, you must not leave the patient

to the efforts of nature. For if the case be left unaided, the rupture

will run in all probability in the line of the raphe, straight back

towards the rectum. But you have it in your power to give the

rupture a more favourable direction by making two lateral incisions

into the distended perineum, beginning about an inch to either side

of the central point of the margin, and running obliquely outwards

and backwards towards the tuberosities of the ischium. I have suc-

ceeded in some cases in saving the perineum by such incisions, and

though at the time they look large and formidable, yet when the

parts contract afterwards they leave very slight cicatrices.

II. Treatbient of Recent Ruptures.

When rupture of the perineum has happened, what is to be done ?

Let me say at once, and first of all, don't be anxious or uneasy about

the slighter forms of laceration. It is only where the whole perineum

and the sphincter ani are torn through that you need do more than

attend to cleanliness. Keep the patient lying on her side, and warn

the nurse against opening up the edges of the wound.

But where rupture has occurred to a greater extent, it comes to

be a question what more we ought to do whilst the wound is still

raw, or whether we ought to institute any other treatment at all 1

The question is not very easily answered. Many men will tell you

of cases where, by simply attending to the patient's cleanliness and

quiet, there has been perfect union of the most extensive ruptures of

the perineum, without their having had recourse to any kind of

operative interference. And, perhaps, we ought to content ourselves

in most instances with

—

1st. Keeping the patient on her side, so as

to allow the discharges to run past the wound instead of lodging

between its lips ; 2d. Introducing the catheter at stated periods, in

order that no urine may come into contact with the raw surfaces

;

and, 2d. Keeping the parts in apposition by tying the patient's

knees or strapping her hips together.

You may ask, Are no dressings to be applied to the part ? I

believe that, if any dressing is to be applied, it should simply be a

cloth dipped in cold water, and perhaps not even that. I think
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that Mr. Teale of Leeds is quite right in teaching that the best

application to wounds is just nothing at all. For what use is there

in dressing even with cold water ? It cannot keep down inflamma-

tion, because it soon becomes warm ; and the employment of it

keeps us under the delusion that we are doing something when in

reality we are doing nothing, or, it may be, only something wrong.

In the case of wounds of the perineum, I believe the rule ought to be

to apply nothing
;
and, without having recourse to any kind of medi-

cation, and simply attending to the three points which I have indi-

cated to you, you will often have the satisfaction of seeing lacera-

tions and ruptures of the perineum close up and leave no evU

consequences.

But where the rupture is very extensive, involving the wall of

the rectum, you may require to have recourse to something in the

way of an operation in order to keep the edges of the wound in

apposition. Duparcque advises the use of pads. Strips of ad-

hesive plaster have been used by some to keep the lips together
;

and serresfines by others. These expedients were had recourse

to when surgeons had only the silken and other organic sutures

at their command, which absorl^ed fluids, and by their very pre-

sence excited some degree of inflammation and ulceration. But

now that we have learned the value of metallic sutures the question

again comes up for discussion. Whether we should not sew up the

wound with metallic stitches as soon as we have ascertained its

occurrence 1 and I believe that where the rent is large it is well to

attempt by their use to ensure immediate union. I have seen the

operation successful ; but I have also seen an unfavourable result.

I employed the metallic sutures two or three years ago in a case

where I was myself one of the causes of the rupture. It was a

breech case which I saw with my friend Dr. Moir, Avhere the patient

had been long in labour, and where, after I had pulled down the

foot of a large child, the head got arrested at the brim. There was

great difficulty in getting the head through the brim, and Dr. Moir

was pulling the feet, whilst I was acting upon the shoulders and

head, when it slipped suddenly through the cavity, and at the same

moment tore its way through the perineum. I sewed up the rupture

immediately by means of some iron-wire stitches ; the whole wound
healed up kindly by the first intention, and the patient has since

borne a child without any difficulty. Soon afterwards, however, I

was called to see a case in the countrj' where the operation was not

thus happily successful. The lady had been delivered by her
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medical attendant by means of forceps, and during the operation the

perineum had been torn, and recto-vaginal septum split up an inch

or more above the sphincter. It was just such an accident as some-

times happens in the most skilful hands, and the question was as to

what should now be done. Having just seen the good effects of

immediate reunion in the other case, I closed the perineum with

metallic stitches in this case also ; but the issue was not so fortunate.

There was no local inflammation set up, but the urine was albumi-

nous ; the rapidity of the pulse, which had remained high from time

of confinement, never abated; and the patient died in one of the

forms of puerperal fever. Perhaps the sewing up of the perineum

may not have had much influence in bringing about the fatal result

;

but it seemed to show that we ought to delay interfering wherever

there exists any albuminuria, and whenever the great rapidity of the

pulse indicates a tendency to the development of fever in any parti-

cular case.

It becomes a question, how long in such a case we should refrain

from operating. I believe we may abstain from all interference for

eight or ten days at least, until the fever has subsided, and if we
then find no attempt at union has taken place we may bring the

granulating surfaces into apposition by means of metallic sutures,

and hope to find them uniting by second intention. In many such

cases a cure has been accomplished, and we may sometimes be war-

ranted in waiting for a longer period ere we apply our sutures. But

a high degree of inflammation occurring in the pelvis does not pre-

vent union of the raw surfaces of wounds or incisions in the pelvic

organs, as was seen in a patient operated on for vesico-vaginal fistula

by Dr. Bozeman in the Royal Infirmary. The fistula was not large,

and was easily closed ; but on the fourth day she had a shivering

fit, and she died of inflammation some days subsequently. On post-

mortem examination, the traces of acute peritonitis were easily dis-

cernible, and there was a quantity of pus around the bladder. But

although inflammation had been thus going on all around, the lips of

the wound were perfectly adherent ; and in cases of rupture of the

perineum we need not despair although there are evidences of active

febrile reaction, but by carefully keeping the raw surfaces in apposi-

tion we may hope to find them at last firmly united. In the large

majority of cases of recent rupture we can thus almost ensure the

union of the lacerated parts, even when, for perhaps two weeks, there

has seemed to be no natural tendency to heal. But occasionally we

may fail in securing immediate union ; and in a large proportion of



OPERATION FOR RESTORATION. 653

cases the injury has been overlooked, the tear heals without union

of the surfaces having been effected, the patient suffers from great

discomfort in connection with the action of the bowels, and, perhaps,

from some prolapsus of the uterus or vagina, and she applies for

your advice months or years, it may be, after the injury occurred,

and you require to consider what is the best plan of

III. Treatment after Cicatrisation without Union has

TAKEN PLACE.

Operations for the relief of such cases were carried out by

Guillemeau, and more recently by Roux, Noel, and others. In

America, Mettauer operated successfully, using lead wire for his

sutures ; and a mass of cases are scattered about in our surgical

and gynecological records which sufficiently attest the value of the

operation. But it is only of late that it has been fully received as

an established operation and described in our text-books ; and no

doubt we are in great measure indebted to Mr. Baker Brown for

bringing it more prominently under the notice of the profession,

and developing the details needful to be observed for ensuring its

success. All are very much agreed as to the princij^le of the

operation, which consists in revivifying the cicatrised edges of the

rupture, as in the operation for harelip, and bringing and keeping

the freshly-cut surfaces in apposition until union has taken place.

But considerable discussion has taken place as to the manner and

extent of the incisions, as to the kind of sutures with which

apposition is to be effected and maintained, and as to the necessity

of dividing the sphincter ani subsequently, with the view of

destroying its tendency to pull apart the raw surfaces.

The operation is not a difficult one. The patient is chloro-

formed and laid on her back, as in the lithotomy operation, and

the knees being flexed and held down by the arm of an assistant at

either side, who, with his other hand, keeps the corresponding

labium on the stretch, the operator proceeds to

1. Make a raw Surface.—He marks out a horseshoe-shaped

surface, such as you see represented in this diagram (see Fig.

105), with an ordinary scalpel, and pares away the entire mucous

membrane from its whole extent. This is done most easily by

passing the knife beneath a thin strip of the mucous membrane at

the centre of the area which is marked out for denudation—the

point of the knife entering at the anal margin and emerging at the
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higher margin within the vagina. If there are no very great

inequaHties in the surface, and the assistant can manage to keep

the labium sufficiently stretched, the operator may succeed in

clearing off the mucous membrane to the requisite extent on one

side by cutting outwards and keeping the sharp edge carefully in

contact with the deep surface of the membrane. A strip of mucous

membrane, the outer margin of which runs along the line of junction

Fig. 105.

between the mucous membrane and the skin, is thus pared, usually,

first, from the left labium, and then the opposite labium is made

bare in the same manner. A raw surface of a horseshoe shape is

thus made, with its two ends at the posterior extremities of the

njTuphje, where the wound is rather less than half-an-inch in

breadth, whilst at the fourchette it is desirable to have it nearly an

inch broad. At this stage it is needful to examine the whole

Fig. 105. Sketch of the npeiation fnr ruptured perineum.
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raw surface, and make sure that no particle of mucous membrane

is left on any spot ; and where any traces of it are found they

should be pinched up with a pair of forceps and removed, for

their presence would hinder the union which the operation is

intended to procure. You will find some difficulty occasionally

in jjaring away a proper thickness of tissue, particularly where

the recto-vaginal septum has been invaded by the rupture ; but

even in such a case you will be able to succeed by passing

the forefinger of the left hand into the rectum, and keeping

the thin septum on the stretch by pushing it forward. In

other cases, again, where the rujjture has not been so complete,

and there has occurred some degree of prolapsus uteri or vaginse,

you may find it needful to extend the surface of denudation

upwards along the back wall of the vagina, so as to produce some

degree of constriction and occlusion of the canal. Sometimes an

artery springs during this part of the operation. But there is no

need to do more than apply pressure for a little while with a

sjjonge or a piece of ice. Just wait for a few minutes, and you will

find that the vessel has ceased to bleed, and it is very desirable

to avoid the introduction between the raw surface of the small

slough, which would result from arresting the hemorrhage by

means of torsion. Having prepared the surface for union, you

have next to

2. Bring the Edges together.—In performing this part of the

operation you use a long curved needle to introduce two or

three threads deeply into the wound. The point of the needle,

carrying a strong Avell-waxed silk or hemp cord, is entered not

less than one inch from the outer margin of the incision in the left

labium, and is made to emerge just beneath the mucous membrane of

the same side before entering the right labium, and traversing it

in the corresponding direction. The loop of the ligature is caught

by a hook or pair of forceps, and retained in its place while the

needle is withdrawn. Mr. Baker Brown operates in this way, and

secures these deep stitches over a quill on either side. The

greater part of the raw surfaces is thus brought into apposition,

but I have usually found that the threads could be felt in the

vagina, and I have sometimes brought the vaginal edges of the

wound together with stitches introduced by means of a needle, the

point of which is curved for an inch, and set at a right angle to the

stem (see Fig. 106). The needle is passed through the two sides of

the wound, and is then threaded with an iron-wire stitch, Avhich is
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left as the needle is withdrawn. Perhaps, by passing one or two
stitches in this way deeply into the wound from the vaginal side,

we may be able to keep the surfaces m apposition without having

recourse to the use of the strong deep-quilled sutures. And it

would be a decided advantage if we could dispense with these,

because, from the great strain put upon them, they are apt to pro-

duce sloughing by the mere pressure which they exert, so that they

cannot safely be left in situ longer than from twenty to thirty hours
;

Fig. 106.

or, if they be not drawn so firmly as to lead to slougliing from

pressure, then they begin to absorb fluids, and to set up an inflam-

matory irritation in their track when allowed to remain imbedded

in the tissues. Metallic threads are not available for these deep

sutures, because their mere pressure would produce ulceration along

their course. In whatever way you have brought the deeper parts

of the wound together, you require next to unite the edges of the

skin along the middle line of the perineum by a series of interrupted

metallic sutures (see Fig. 107) ; and in cases where the quill sutures

Fig. 106. Needle bent at a riglit angle near the point for introducing trans-

verse metallic stitches in the canal of the vagina.
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are not employed, these metallic stitches must be carried deeply

through the edges of the wound, so as to bring the whole of the

opposed raw surfaces into pferfect coaptation. The operation having

been thus completed, there are one or two points to l^e noted in

regard to

3. The ^Ifler-Treatment.—The patient must be kept on a low

milk diet, and must remain at absolute rest, and lying chiefly upon

her side, with the knees tied together, so as to prevent any in-

Fig. 107.

voluntary separation of the thighs and straining of the perineum.

The urine should be drawn oft' by catheter, and if opiates can be

borne they should be administered so as to keep the bowels from

moving. It is of the utmost importance that the intestinal canal

should be kept at rest, as the evacuation of the bowels at too early

a period after the operation might stretch the anus and open up

Fig. 107. Sketch of the completeil operation for ruptured pcriuenm. —(After

Broivn.)

VOL. III. 2 u
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the wound. Until the parts have become consolidated, therefore,

ten or twelve days after the operation, the bowels must be kept

quiet, and then some gentle medicine should be given, and an oily

clyster administered, so as to facilitate as much as possible the

evacuation of the rectum. On the first or second day after the

operation, according to the degree of strain put upon them, the deep

stitches are removed. The superficial sutures remain till the eighth

or ninth day, when all the parts will usually be found to have

fairly united. The patient should still be confined for a week or

so to bed, until cicatrisation has become more complete.
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LECTURE XLIII.

ON FIBROID TUMOURS OF THE UTERUS.

Gentlemen—The fibroid tumour, known also under the name of

"fibrous tumour," and designated " tlie fleshy tubercle" by Dr.

William Hunter, who was the first to give a distinct account of it,

is perhaps the most common of the organic diseases of the uterus.

It was aven-ed by Bayle that, in one out of every five women who

have passed the age of 35, fibrous tumours of greater or lesser size

are to be found in the walls of the uterus
;
and, though his estimate

is certainly above the truth, still they are of so very common occur-

rence that a knowledge of their true pathological nature, of the

means of diagnosing them, and of their appropriate treatment,

becomes practically a matter of importance. They have received

the name of fibroid tumours, because, while they consist in a great

measure of fibrous tissue, they at the same time contain, as we shall

soon see, other highly important elements not met with in ordinary

fibrous tumours. Before, however, we enter on an account of the

pathology of the disease, let me read to you from the clerk's Case-

book the clinical history of a patient, the progress of whose case

some of you may have watched during the last winter, but who left

the hospital between the sessions :

—

Case I.—J. C, ageJ 39, niarriLHl, admitted November 25, 1861.

Antecedent History.—Patient states that she has had three chiklven, the last

-eight years ago. She says that about four years ago she felt a hard swelling of

the size of an egg in the lower part of the abdomen. At that time the menstrual

function was cjuite normal, and it continued so for about two years and a half

longer, but then the flow became excessive in quantity, and was attended by very

severe pain, the periods, however, observing their natural rate of frequency.

State on Admission.—The patient has a very antemic sallow appearance, and

is very much emaciated. On examination externally the abdomen is found to be

enlarged liy a hard nodose tumour, which reaches up to the umbilicus, and yields

a characteristic uterine souflle on auscultation. A rounded tumour, of the size

of a small cocoa-nut, is felt in the vagina, encircled by the dilated os uteii. The

menorrhagia continues.

Progress of Case.—Ordered pessaries of persulphate of iron, and to take five

gi ains of bromide of potassium three times a day.
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Janiuiry 9, 1862.—The symptoms latterly have been very urgent. The
patient retches constantly, even when the stomach is empty, and immediately

rejects everything she swallows. To-day Professor Simpson made an incision

through the mucous membrane of the vagina covering the tumoui', so as to en-

courage it to pass down and enucleate itself.

21st.—Since the operation patient has been very considei'ably better.

Fehruary 8.—The tumour is now very low down in the vagina, and part of it

commencing to slough. Patient is using vaginal injections of a weak solution of

chloride of zinc. Ordered medicinal naphtha with compound tincture of car-

damoms to check the vomiting, which has been absent for some time, but is now
returning.

March 10. —To-day Professor Simpson attempted to remove the lower part of

the tumour by the ecrasejLir, but the chain of the instrument liroke before com-

plete severance was effected.

April 25.—The exposed part of the tumour is soft and crumbling. There is

a considerable quantity of purulent discharge.

May 12.—Patient is very much better. The abdominal tumour is not nearly

so prominent, and the bruit on auscultation is gone.

Jime 20.—Patient is still improving ; she takes her food tolerably well, and

vomits very seldom. Ordered a teaspoonful of Parrish's compound syrup of the

l^hosphates three times a day.

27.—To-day she was dismissed, very much relieved.

We have at present in our ward two patients labouring under

this disease, so tliat you need not lack opportunities of forming

some practical acquaintance with its leading features. The clinical

report of one of them is brief, and I shall therefore lay it before

you :—

Case II.—M. J., aged 34, single, factory-worker, admitted October 21, 1862.

History.—Patient states that she had a child about fifteen years ago, and that

nothing unusual occurred in connection with her deliveiy. Three years ago, in

consequence, she believes, of mental anxiety, her courses became very profuse, and

lasted for a week at a time, causing pains in her loins like those of child-bearing,

and so much weakness that she was confined to bed. She also became subject to

a discharge of whites during the intervals. These symptoms have continued since.

They were ascribed by her medical attendant to idccr of the woml), and she has

been treated with various remedies for that disease.

On admission.—Complains of pain in back and right side, especially at night,

Has frequent nausea
;
appetite is tolerably good ; bowels are constixiated. Menor-

rhagia and leucorrhoea have become more severe of late. The cervix uteri is found,

on a vaginal examination, to be larger and softer than natural, and the os wide

enough to admit the tip of the forefinger. A hard mass is felt in tlie hypogastric

and right iliac regions. On the introduction of a sound, the uterus is found to be

anteverted, to measure fully three inches in length. Ordered to take twenty-five

drops of liquor secalis cornuti three times a day, and to have a pessary containing

bromide of potassium introduced night and morning.

Anatomical, Pathological, and Physical Chauacters.

There are several points which fall to be considered under this

head. Some of these you may suppose matters of scientific interest
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merely, rather than of practical importance, but they really merit our

attentive study, inasmuch as they tend to throw light on the inti-

mate nature of the disease, and to furnish us

with sound principles for its treatment.

1. Aj^pearance of Section.—On section the

tumour generally presents a very characteristic

appearance, somewhat similar to that of a piece

of intervertebral fil)ro-cartilage, and shows a

yellowish or greyish matrix containing an

agglomeration of narrow white bands, in a

more or less concentric form, arranged some-

times in small specimens round a single centre

(see Fig. 108), like the thread in a cotton-ball, but more commonly

surrounding a number of different centres, so as to resemble a series

Fig. 109.

of cotton-balls united and compressed together (.see Fig. 109). The

texture is so compact and dense that the cut surface of a fresh

Fig. 108. Concentric arrangement uf tlie fibres of a fibroid tumour around a

centre.

Fig. 109. Section of a large fibroid tumour, with tlie fibres arranged round

several centres
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specimen presents a clear glistening aspect resembling that of car-

tilage. In rare cases, some few vessels can be seen near the circum-

ference of the section, but, in the great majority of cases, nothing of

the sort is visible.

2. Minute Structure.—The white fibrous-looking tissue seen by

the naked eye is found, when subjected to a microscopic examination,

to be in reality composed of bundles of exceedingly fine fibres, like

those of the normal fibrous textures of the body. These filaments,

though they do not produce an arrangement which is visible to the

unaided sight, except in the white bands, are not confined to them,

but exist throughout the more uniform matrix also, running in

various directions, and not following any definite course. In all

parts the spaces between the fibres are occupied by a quantity of

long nucleated fibre-cells, which sometimes are rather few in number,

but in most cases constitute a considerable proportion of the bulk of

the tumour. The fibrous tissue proper seems to be sometimes very

imperfectly developed
;

for, in their Pathological Anatomy, Jones and

Sieveking make the following statement :
—

" The microscopic appear-

ances of the fibroid tumours of the uterus are not in accordance with

what we should expect to find in a true fibrous structure. The

microscope, in fact, demonstrates that they belong to an altogether

diff"erent class of growth ; the fibrous appearance is scarcely percep-

tible under the microscope, which displays elongated nuclei, imbedded

in an amorphous stroma and Mr. Paget says, in his Surgical

Pathology—" Commonly, too, one finds nuclei or cytoblasts strewn

through the substance of the tumour ; the less abundantly, I think,

the more perfect is the fibrous character of the tissue."

3. True Pathological Nature.—Now, it is a point of no small

moment, with reference to treatment, to find out the real histologi-

cal and physiological type of these elements. We used to labour

under the idea that this tumour is one which admits of palliative

treatment only, because we considered it to belong to the class of

heterologous growths ; but a change has taken place in our views of

late years, for all recent investigations go to show that its structure

is essentially the same as that of the middle coat of the uterus. It

is many years since Vogel divided fibrous tumours into three classes

—

namely, " tumours of areolar tissue, tumours of fibrous tissue, and

tumours of simple muscular fibre," according as one tissue or an-

other predominated, and remarked, in his Pathological Anatomy,

translated by Day—" It is interesting to observe that independent

tumours of simple muscular fibres (fibroid), so far, at least, as my
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experience reaches, are only to be found where in the normal condi-

tion, simple muscular fibres were previously existing, as in the sub-

stance of the uterus, which is their most common seat." Dr. Bristowe,

in a paper published in the Transactions of the Pathological Society of

London, in 1853, stated, as the opinion he had arrived at from the

microscopic examination of fibroid tumours, that " all the so-called

fibrous tumours of the uterus are essentially muscular tumours, not

simply fibrous tumours, containing a greater or less quantity of

muscular fibre mixed up with them, as Mr. Paget seems to think

but developments of true and undoubted muscular tissue," and that

the histological resemblance of the tumour to that of the uterus was

so great, " that it was quite impossible to say of any si:)ecimen

observed under the micro.scope, whether it was taken from the nor-

mal or from the abnormal structure." Again, the following passage

occurs in Mr. Paget's Surr/ical Pathology

:

—In fibrous tumours " in

the uterus (just as in the uterus itself), smooth or organic muscular

fibres are more or less abundant. I have not, indeed, seen such a

specimen as would justify the name of ' muscular tumours,' assigned

by Vogel ; but the mingUng of muscular fibres, in imitation of

tumours of the uterus, is usual, if not constant, in these tumours."

(See Fig. 1 1 0.) Lastly, in Virchow's Cellular Pathology, translated by

Dr. Chance, page 443, it is .stated, "We find, for

example, that the so extremely common form of

uterine tumour, which has been designated fibrous

or fibroid, has in every respect the same structure

as the hypertrophied uterus has, inasmuch as it

consists not only of fibrous connective tissue and

vessels, but also of muscular fibre-cells." The

uterine fibroid in fact serves, in that great patho-

logist's scientific classification of the different

forms of morbid growths as the type of the Myo-

mata or Muscle-tumours. The fibres, then, are

simply those of ordinary connective tissue, and

the nucleated fibre-cells are nothing more than the

elements of involuntary muscle. But how does this alter our

notions as to their curability Why, knowing as we do that the great

mass of muscular matter developed in the uterus during pregnancy

gets almost entirely absorbed within six or seven weeks after deli-

Fig. 110. Minute structure of a uterine fibroiLS tumour. Narrow .smooth mus-

cular fibres project from tlie edges of a fibrous tissue. Magnified about 400

times.

—

(Paget.)



664 FIBROID TUMOURS OF THE UTERUS.

very, we are led, from the very nature of the fibroid tumour, to

entertain a hope of the possibility of its disappearing by absorption

too. There are indeed few of us who have not seen instances

where large tumours have spontaneously diminished, and even

become almost wholly removed ; but we had been taught to believe

that in such cases we had mistaken mere hematomata, or inflam-

matory enlargements, for real fibroid growths. For a long time,

moreover, they were confounded with deposits of a carcinomatous

nature, and every woman who was ascertained to have a hard solid

tumour of the uterus was considered to be the subject of malignant

disease. It is well known in the present day that they possess

none of the distinctive characters of malignancy, either in their micro-

scopic structure or in their effect on contiguous parts, and that it is

very rarely you find them developed in the cervix uteri, or producing

ulcerations and fungosities, as cancer is so apt to do. It may be

true that in a few rare instances carcinomatous degeneration has

been found in the tumour, or near it ; but that is no proof that

the tumour is of a cancerous nature, any more than you can say

that the ordinary tissue of the uterus is cancerous because a cancer

is sometimes found in it.

4. Vascularity.—With regard to vascularity considerable variety

exists, most of the tumours being possessed of but a low degree of

vitality, and so sparingly provided with vessels, that little or no

injection can be made to penetrate their substance ; while a few

receive almost as abundant a supply of blood, and become as deeply

coloured by matters thrown into the arteries leading to them as the

uterus itself. For a long time it was thought that there was no

circulation in them at all, because of the supposed impossibility of

injecting them ; but improved methods and additional care have

shown that such an opinion is not strictly true.

5. Consistency of the Tumours.—The more vascular of them are

rather soft in texture, and resemble in appearance and consistency

the walls of the unimpregnated uterus ; but as a general rule they

are extremely firm and resistant to the touch, like ordinary fibrous

tumours in other localities. They are, as a general rule, solid

throughout ; but when they grow in a situation where they are not

much subjected to pressure, we occasionally find numerous cysts in

them, especially towards the centre of the mass, containing usually

a serous fluid mixed up with the debris of disintegrated structures,

and some points are then firm to the touch, while others are soft

and fluctuating. A cyst sometimes, though very rarely, attains



PATHOLOGICAL ANATOMY. 665

sucli dimensions as to contain many pints of liquid, and simulate

ovarian dropsy ; and in fact the operation of ta]iping has several

times been performed under such circumstances.

6. Their Form and Nnmhcr.— They are eenerallv roundish or

oval, if not interfered with in

their growth, hut are liable

to be greatly modified in

form by the pressure of sur-

rounding parts. Very often

you feel the surface irregular

and nodose, as if from the

formation of new growths on

the exterior of the primary

one ; and such is no doubt

the correct explanation of

this peculiarity of figure, for

it is a marked feature of the

disease that the tumours tend

to multiply, insomuch that it is quite exceptional to find only one,

and the number present in a uterus is sometimes surprisingly

great (see Fig. 111.)

7. Size and IVelghl.—They differ very much in size, some being

as small as a pea, and weigliing only a few grains, wliile others have

been found mucli larger than the pregnant uterus at the full time,

and equal in weight, in well-authenticated cases, to fifty, sixty, and

even eighty pounds. You often meet with large and small tumours

interspersed in the same uterus, ami the larger of them often seem

made up of a number of smaller specimens.

8. Capsules.—Each tumour is surrounded by a distinct capsule

of condensed uterine tissue, to which it is attached Ijy a loose areolar

structure ; but the connection between the two is usually so slight

that you can easily turn out the tumour with the handle of a scalpel

after an iucisiou has been made into the enveloping sac. When, as

often happens, two or more tumours seemingly coalesce, these cap-

.sules remsxin in the form of imperfect partitions or dissepiments

between them.

9. Site.—There has been consideralde discussion as to the site

of fibroid tumours, as to the part of the uterus from which they

spring. As a rule, they grow from the middle muscular wall in

some part of the fundus or body of the uterus. It was at one time

Fig. in. uterus studded with iibroid tuiiKjurs of many different sizes.
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supposed that they were common in the cervix, but all later investi-

gation belies this idea, and shows that even where they seem to be

growing from the cervix they have originated higher up, and only

press their way down into it in process of growth. There is a pre-

paration in the Hunterian Museum, described by Baillie as an

instance of a cervical fibroid tumour ; but when I had an oppor-

tunity of examining it out of the bottle it proved no exception to

the general rule, for whilst it pushes aside the cervical tissues so as

almost to reach the mucous surface, it takes origin from the lower

segment of the body of the uterus. In relation to the thickness of

the uterine walls, they may occupy three different sites, and accord-

ing as they occupy one or other of these positions a different group

of symptoms is usually manifested, and a different kind of treat-

ment made necessary, so that a very convenient Classification is

commonly made of Fibroid Tumours according to their

Various Anatomical Seats.

If you look at a diagram of a section of the uterus you will see

that its surface is covered with peritoneum and its cavity lined

with mucous membrane, whilst the intervening space constituting

the wall is composed mainly of the muscular tissue. Now, whilst

these myomes, or muscular-fibre growths, all take origin in the

middle coat, they sometimes grow from its outer surface, and are

then

1. Sub-peritomccl.—In this variety the tumours lie, as their name

Fig. 112.

implies, between the muscular coat of the uterus and the peritoneum,

without receiving any, or only a very thin, covering of the jDroper

uterine tissues (see Fig. 1 1 2.) They tend to separate themselves from

Fig. 112. Projection of a suL-peritoneal fibrous tumour.
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the uterus as time wears on, but still retain their vascular connec-

tion with it by means of a pedicle exhibiting the same structure as

the tumour itself, and, like it, enveloped by peritoneum. I have,

however, seen several cases in the dead body where the inter-com-

munication had entirely ceased, from the pedicles having become so

slender as to give way under some strain upon them, and the

tumours were lying free in the abdominal cavity. The sub-peri-

toneal are the largest of the three varieties, as you would expect,

since they are the least subjected to restraining pressure from the

surrounding tissues ; l)ut when they become polypoid, as they may
do before attaining any considerable size, the nutrition they receive

is necessarily rendered more limited, and their growth is correspond-

ingly checked.

2. Intramural.—When imbedded in tlic walls of the uterus, or

Intramural, as they are called, they are generally smaller in

size, and of firmer consistence (see Fig. 113.) In accordance with a

law that the chief addition to their size takes place at the jjoints

where their growth is least opposed by the resistance of neigh-

bouring structures, they generally increase more towards the exterior

of the uterus than in the

direction of its cavity.

As they enlarge, they

usually produce an effect

on the uterus, which is

less marked though not

entirely absent, when

there are only sub-peri-

toneal tumours jiresent
;

they stimulate it, namelj^

to greatly increased nu-

trition, so that, instead

of being thinned and

stretched over the tu-

mours without any actual

increase of volume—as

does occasionally hajipen

—each half often be-

comes, notwithstanding

its expansion, thicker even than the entire wall in the natural

condition, with an abundant development of muscular fibres and

Fig. 113. Intramural fibrous tumour.

Fig. 113.
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contractile power, such as you see in pregnancy. At some spot the

uterine investment, where it may happen to be thinnest, sometimes

yields before the muscular force exerted by stronger portions, or in

consequence of its development failing to keep jiace with increased

activity of growth in the tumour, becomes stretched and attenuated

till the latter reaches either the peritoneum or the mucous membrane,

and comes to belong to one of the other two varieties. But the

hypertrophy and expansion of its walls are not the only, nor in a

diagnostic point of view the most important changes in the uterus

which result from the presence of the morbid growths, for in the

great majority of cases the cavity also becomes elongated and

enlarged, often to the extent of one or two inches, and sometimes

as much as six or eight. Moreover, its figure and position are

variously affected, according to the dimensions, site, and number of

the tumours—retroversion, anteversion, depression, elevation, and

distortion being all met with more or less frequently in the dis-

ease. If the tumours be situated low down in the uterus, the cer-

vix will besides be found hypertrophied to some extent, and the os

in general more or less dilated.

3. Submucous, or Intrauterine—is the name given to the class of

Fig. 114.

tumours which are situated between the uterus and its lining mem-

Fig. 114. A submucous fibroid tumour xirojecting into the cavity of tlie

uterus, which is exposed by a longitudinal section.
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brano, analogous so far to the first-mentioned variety, but lying on

the inner surface of the uterine wall in place of being on its ex-

terior, and having a mucous instead of a peritoneal covering on their

•free surface (see Fig. 114.) Still more than intramural fibroids

they lead to enlargement of the uterus with elongation of the cavity,

though in};some rare cases the latter may seem to be even shorter

than natural, from the tumour filling up the cavity in such a way as

to hinder the entrance of the uterine sound. They are not so apt

as the previous class, however, to cause displacement or deformity of

the uterus, ivom the hypertroph}^ around them being more equable.

Like sub-peritoneal fibi-oids, they teiid to become pediculated in the

course of their growth, and then they constitute the ordinary fibrous

polyi>i of the uterus. The mucous membrane around them some-

times retains its normal characters, more generally, however, becom-

ing hypertrophied and highly vascular, and it seldom shows much

tendency to ulcei'ate or slough, as in the case of malignant disease.

Any two, or all the three varieties may co-exist in the same

individual. Tlie su1>peritoneal, and still more the sub-mucous, are

those which lead soonest and most ])ersistently to distressing symjJ-

tonis ; whilst the intramural growths may attain a large size without

having produced any disturbance sufficient to attract the patient's

attention.
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LECTURE XLIV.

ON FIBROID TUMOURS OF THE UTERUS.

TRANSFORMATIONS.

Fibroid tumours are liable to various transformations, some of

which are of the greatest clinical importance. It was at one time

imagined that they were liable to undergo

1. Carcinomatous Degeneration.—I have already stated that they

used frequently to be confounded with carcinoma uteri. A uterine

fibroid is hard and dense, and hardness and density were looked

upon as characteristic of cancer in this organ. Baillie and others

described cases where fibroid tumours were supposed to ulcerate and

undergo a change into a kind of fungus ; and Cruveilhier seemed

inclined to believe in their malignant degeneration as an occasional

feature of their natural history. But all recent observation tends

to show that any such degeneration is altogether exceptional—so

rare that you need never anticipate it in forming your prognosis of

any particular case. If you had to do, indeed, with a patient of a

cancerous diathesis, it is just possible that a uterine fibroid polypus

might excite a kind of irritation in the uterus that would lead to

the occurrence of malignant disease in it, as the irritation of the

pipe is believed to excite epitlieliomatous disease in the lips of a

habitual smoker ; and it is quite certain that malignant disease may
co-exist with fibroid tumours in the uterus. In the ward, for ex-

ample, some time ago, a poor woman died of exhaustion from the

hemorrhage and long-continued discharge coming from an epithelial

degeneration in the mucous membrane of the body of the uterus

;

and on post-mortem examination we found, in addition to the

malignant disease which had been diagnosed during life, a small

fibroid polypus projecting from the fundus uteri. But though the

fibroid tumour, as being a parasitic structure possessing only a low

degree of vitality, might be conceived to be subject to carcinomatous

disease, such a kind of degeneration is so altogether exce2:itional,

as I have already explained to you, that you are not to regard its
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occurrence as part of the natural history of fibroid tumours. A
more desirable change, however, you may expect to find occurring

in them, for they sometimes become the seat of

2. Fatty Derjeneration,—You have been made aware how the

retrogressive changes in the uterus subsequently to delivery are

brought about by a process of fatty degeneration being set up in the

muscular fibres which leads to their disintegration and dissolution

(see Fig. 97, p. 587). Now clinical observation teaches us that, in

patients who are the subjects of fibroid disease of the uterus, the

masses sometimes diminish in size in a very marked degree, and in

some rare cases even disappear so completely that their presence can

no longer be detected by physical examination. When we examine

fibroid tumours, which are found on making post-mortem investiga-

tions, we can occasionally see that the fibres have become filled mth
fatty particles, and are undergoing fatty degeneration as distinctly

as in the puerperal uterus ; and I believe that in many of the cases

where we can trace a reduction in size of these morbid growths, the

diminution goes on in consequence of fatty degeneration taking

place to a gxeater or less degree in its structural elements.

3. InfloMmatory Changes.—The change tliat I have been refer-

ring to occurs very gradually ; but there are other changes which

take place with greater rapidity when the tumours become the seat of

inflammatory action. When inflammation is set up in them, they

become oedematous, and exchange their dense resistant feeling for a

degree of softness and elasticity, that reminds one of dropsical

tumours of the ovary. I might have stated to you that in some

cases of what seem to be large fibroid tumours of the uterus, the

structure is less compact and firm than what I have described to

you as the uteral texture of this form of morbid growth, but it is

doubtful whether we are to regard these as true fibroids, though

they have many common features, and are amenable to the same

kind of treatment. What I speak of now, however, is a njore sud-

den transformation occurring in fibroids which you have already

ascertained to possess all the physical and functional features of un-

doubted myomata, which may arise under various circumstances,

but most frequently, perhaps, immediately subsequent to parturition.

Then we occasionally see fibroid masses inflaming, becoming soft and

oedematous, even becoming gangrenous and sloughy, so that there

may be, as it were, a life-and-death struggle in the system, and yon

hardly know for a time whether nature will succeed in separating

and eliminating the gangrenous mass, or the constitution will sink
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exhausted in the j^rocess. I have tokl you that these tumoui's are

possessed of a low degree of vascuLarity. Large veins can be seen

immediately surrounding them, like the sinuses of the pregnant

uterus, but the arteries that enter them are small ; and if you look

at a preparation injected with vermilion, you see a marked contrast

between the red vascular walls of the uterus itself, and the white

mass traversed with streaks of red which is imbedded in their sub-

stance. When inflammation from any cause is lighted up in the

tumour, it seems to me as if the surrounding veins got compressed

from the resulting swelling ; and the circulation becoming impeded,

and the tumour in some measure strangulated, mortification and

sloughing of necessity ensued. However it may be brought about,

we know that when gangrene has taken place, the muscular action

of the uterus is called into play for the separation and expulsion of

the irritating body, by the process which has been described as

4. Spontaneous Enucleation.—Sometimes we find the history of a

case of fibroid tumour of the uterus terminating in its spontaneous

expulsion, and that not only

where inflammation comes on

after delivery, but in other

cases also, or independently

of it. For, as I have stated,

the muscular walls of the

uterus have a tendency to

grow and become liypertro-

phied round any body which

is found within the organ,

whether it be a physiological

or a pathological product, or

have been introduced from

without ; and you will find

no more frequent or more re-

markable instances of this

kind of uterine hypertrophy

than in cases of fibroid

tumours of the organ. The

action of the developed muscular bundles is called into play when the

tumour becomes the seat of inflammatory irritation, or when it has

grown downwards through the cervix uteri; and if the growth be not

too deeply imbedded in the walls of the uterus, the result may be

Fig. 115. Fibroid tumour in i>rocess of spontancou.s enucleation.

115.
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that it is expelled, sometimes only after ulceration to a considerable

extent has taken place over its mucous surface (see Fig. 115).

One of Cruveilhier's plates represents a fibroid tumour undergoing

elimination in this way ; and I have seen a number of cases of this

kind where gangrene having been produced in a fibroid tumour

uterine expulsive action was set up, which pushed the mass down-

wards toward the os, where it could be laid liold of and removed,

and even where the expulsive efforts of the uterus alone sufficed for

its complete elimination.

5. Cartilaginous and Calcareous Degeneration.—Besides these

changes, which may take place with some degree of rapidity, there

are others which take place more slowly, and chiefly in women who
have already passed the climacteric period. In some old women the

uterus is found after death to have become of cartilaginous firmness,

and the seat at different points of calcareous deposits. In like

manner we see fibroid tumours which have ceased to grow, becoming

the seat of cartilaginous and calcareous degenerations, which may
affect only some parts of the morbid mass, or may pervade its whole

extent. We see this change occur in the smaller or medium-sized

tumours more frequently than in those of larger dimensions, though

we can never predict in what kind of tumour it will occur. But it

is one of the most satisfactory ways in which nature brings to an

end the history of any case. We have seen two other ways in which

nature may lead a case of fibroid tumour of the uterus to a favour-

able termination—viz. 1, where fatty degeneration and absorption

take place
;
and, 2, where muscular action takes place in the uterus,

ending in the expulsion of the tumour. Here we have a third way,

and after calcareous or osseous degeneration sets in in a fibroid tumour,

it shows no tendency to increase more, but, on the contrary, its size

lessens, the symptoms of distress it once gave rise to may subside,

and the tumour remains latent. Perhaps we may look upon such a

change as a sign of the death of the tumour. We know that similar

changes take place in connection with certain parasites after their

death in the living body. The cyst of the trichina spiralis, for example,

becomes the seat of a calcareous deposit after the worm is dead, and

a fibroid tumour, which has become thus affected, we may regard as

having reached its acme and the end of its life, and expect that its

growth will now cease. It does not, however, always remain latent

all through life afterwards ; for if it project into the uterine cavity,

uterine action may be set up, which will lead to its expulsion like a

foreign body. Of this nature are those cases which you meet with,

VOL. IIL 2 X
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described in ancient records as instances of "uterine calculi" or

" womb-stones." I have seen their expulsion attended in two or

three instances with intense pain. In one patient, the near relative

of a medical practitioner, pains came on regularly every twenty-four

hours, when the stone was pushed into the os uteri and again

retracted.

Etiology.

The various investigations that have been made, with a view

to discover the cause of the development of these tumours in the

uterus, have as yet led to no satisfactory result. We only know
that they seldom originate after the climacteric period, and occur

most frequently between the ages of thirty and forty-five. The

suggestion which has been thrown out by a French pathologist, that

they derive their existence from an ovum getting imbedded in the

substance of the wall, is not for a moment to be entertained. It has

been supposed that they resulted from inflammations occurring in the

uterus ; but though we may find them growing in cases where in-

flammation is also present, there is no necessary relation of cause and

effect between them. Probably, when tumours are once formed,

they go on multiplying, in accordance with the law that the presence

of a foreign body excites the uterine walls to hj^ertrophy around it.

But we do better to confess our ignorance than to busy ourselves

with vague and valueless hypotheses. Let me go on, therefore, at

once to point out to you the kind of symptoms which are caused by

the presence of fibroid tumours, and which will lead you to suspect

the nature of the patient's malady.

Symptomatology.

Like other affections of the uterus, this disease gives rise, in

some cases, to no symptoms whatever, further than an enlargement

of the abdomen proportionate to its bulk, while in others it occasions

much suffering. The same thing is constantly being exhibited in

the case of pregnancy, and is true even of cancer. I saw a case of

cancer of the uterus a few days ago, where the only symptom was a

slight discharge of blood now and then, and the patient looked the

very picture of health. I have even seen a case where the posterior

wall of the bladder was entirely eaten through by cancer of the

womb, and yet there was no local uneasiness whatever, and little or

no constitutional disturbance. You will sometimes discover a
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fibroid tumour when you are examining the uterus for another

disease entirely. In some cases, no idea is entertained by the

patient that she is the subject of disease at all, and it is only post-

mortem dissection that reveals the presence of the morbid growth.

The sub-peritoneal variety often produce no inconvenience whatever,

except what is dependent on their bulk. In this way it often happens

that the patient only discovers by accident, as it were, that she is

the subject of any disease. One of the most striking examples of

this that I ever met was in the case of a young unmarried lady, a

governess, whom I saw many years ago. Everybody was talking of

the tremendous blunder which had been made by a distinguished

obstetrician, in having diagnosed pregnancy in the case of one of

her Majesty's maids of honour, who was the subject of an ovarian

tumour. It seemed as if many women were led to examine their

own abdomen, and in this way, the young lady of whom I speak

first had her suspicions aroused ; and although she had never suffered

from any kind of discomfort, the uterus was found enlarged to the size

of a uterus at the full term of pregnancy, from the growth in its

walls of a large fibroid tumour. They may thus grow to an immense

size without exciting any suspicion or giving rise to any marked

symptom
;
although, on the other hand, they may, even when small,

give most unmistakable evidence of their existence. You will, there-

fore, not look for any symptom pathognomonic of fibroid tumours

of the uterus, for none exists ; but there are certain morbid pheno-

mena of common occurrence in the disease which should lead you

to institute a local examination, and thus adopt the only means

capable of establishing a sure diagnosis.

1. Enlargement of the Abdomen.—If the tumour be small, no

enlargement may be discoverable, while in some cases the abdomen

is found enormously distended.

2. Disturbance of the Functions of the Uterus.—The uncertainty

of the conclusions to be drawn from the modifications of the uterine

functions is illustrated in the case of none of its morbid aff"ections

more strikingly than in the case of fibroid tumours.

\st, Menstruation.—The monthly discharge in many cases goes

on regularly, and escapes in normal quantity, without any notable

alteration. In other cases there is a more or less pronounced de-

gree of amenorrhoea. This diminution in the quantity of the men-

strual discharge, or in the frequency of its recurrence, is, however,

extremely rare, and is usually found only in the sub peritoneal and

intramural varieties. Dysmenorrhoea sometimes results, especially
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in cases where the free exit of the blood is interfered with from

the pressure of the growth. But in the greatest proportion of cases

the disturbance of menstruation is indicated by the increase in the

quantity, and by the frequency of its recurrence. Often enough the

menorrhagia is the symptom which first alarms the patient ; and

in the worst cases the discharge of blood may go on almost con-

stantly, coagula occasionally escaping along with the fluid, till the

woman becomes blanched and anaemic to the last degree. This

menorrhagia may be caused by tumours of most varying size ; but

the variety of tumour of which it is the most frequent accompani-

ment is the submucous, or the intramural, when the latter grows

towards the mucous surface. You can understand why there should

be a tendency to such excessive hemorrhage when you remember

how the walls of the organ enlarge around the morbid mass grow-

ing within them ; and in this hypertrophy the mucous membrane

which lines the enlarged uterine cavity shares, so that the distended

blood-vessels in it, as well as on the surface of the tumour, are ready

to pour out immense quantities of blood under the stimulus of

ovulation—all the more if ulceration occur in the surface of the

tumour and some of the vessels become eroded.

2c?, The Intermenstrual Secretion may be unaffected ; but in many

cases leucorrhoea is set up, and when it occurs to a great extent it

adds to the depressing effects of the menorrhagia, and exhausts the

more rapidly the patient's strength.

3d, The Reproductive Function.—You will readily understand that

the presence of these morbid masses in the uterus interferes with its

performance of the important part it has to play in the propagation

of the species, so as to render women who are the subjects of them

sterile in a greater proportion than usual. For it is estimated that

one in six patients thus affected remains sterile, whilst the propor-

tion of sterile women in the general population is one in ten. We
find, moreover, that their fecundity is diminished ; and women
with fibroid tumours rarely have large families— usually only one

child or two. For, even when conception has taken place, the

uterus is often incapable of undergoing the usual changes of utero-

gestation, and the patient aborts in the early weeks, or miscarries at

a later period ; and if the patient goes to the full time, the tumour,

particularly when it is seated low down in the uterus, may greatly

impede the process of parturition, and endanger the patient's life.

Women who are the subjects of fibroid tumours are thus liable to

have few children, or none at all ; but please remember that their
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presence is no necessary hindrance to impregnation. Perhaps you

may have charge of a patient whom you know to be labouring

under a large tumour of this kind, and in whom you notice the

growth swelling and becoming softer. You may be inclined to

suppose that some strange pathological change is occurring in it,

till, on appljdng the stethoscope, you hear the sounds of the foetal

heart.

3. Derangement of Neighbouring Organs.—Besides the symptoms

dependent on derangements in the uterus itself, we have another

group due to pressure on the organs in its vicinity. In all stages

of their growth these fibroid tumours may sometimes exert such a

kind and degree of pressure on the other pelvic organs as to cause

discomfort to the patient ; and the symptoms thus produced are

greatest in the cases where the tumour grows to a large size within

the cavity of the true pelvis, where it sometimes attains such a bulk

that it cannot easily be pushed through the pelvic brim. Where

the tumour grows from the anterior wall, the Bladder is pressed

upon, and the patient is troubled with frequent calls to micturate,

or becomes the subject of dysuria. Where the tumour is of such

dimensions as nearly to fill the pelvis, or to obstruct the brim, the

patient is sometimes distressed by a total inability to pass water,

and she may suffer from retention of urine at every menstrual

period or under any circumstances that lead to congestion of the

uterus, so as to demand the occasional use of the catheter for her

relief. Where, again, the tumour grows from the back wall of the

uterus, the functions of the Rectum are more apt to be disturbed,

and the patient suffers from habitual constipation, and has difficulty

in evacuating the bowels, or more rarely suffers from a sort of mucous

diarrhoea. Sometimes, in consequence of the pressure on the Blood-

vessels, hemorrhoids form and add to the patient's discomfort, or

the limbs become varicose or oedematous. There may be such a

degree of pressure, further, on the Pelvic nerves as will interfere with

the power of progression, and cause numbness or crampy pains in

the lower extremities.

4. Local and Sympathetic Pains.—Fibroid tumours are in them-

selves quite insensible, and the uterus which is the seat of such a

growth is not necessarily more sensitive than a healthy organ.

But, besides the local pains which they are apt to excite by their

mere pressure, patients who are the subjects of them occasionally

suffer from sympathetic pains under the mamma, and in other

places, as in the case of a patient whom I saw lately with Dr.
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Andrews, in whom the chief symptoms are menorrhagia and neu-

ralgic pains neaiiy over the whole body. There are two conditions

to be remembered, as giving rise to spontaneous pain in the uterus

itself, or which make it very sensitive to the touch. For, first, the

contractions that are set up in the walls of the uterus, when nature

makes an effort at the extrusion of these growths, being the same

in kind as the contractions of the parturient uterus, are attended,

like these, with pain, intermittent in character, and recurring some-

times with a frequency which greatly alarms the patient, and leads

her to suspect the existence of malignant disease. Then, secondly,

we not unfrequently find inflammation occurring in the walls of a

uterus which is studded with fibroids, or attacking its peritoneal

surface. In this case the organ becomes very tender and resentful

of pressure, so that the patient becomes incapable of much exertion

even after the acuteness of the attack has subsided; and where

metritis or perimetritis has once been set up in a patient suffering

from fibroid tumours, the inflammation is specially liable to become

troublesome by its resistance to all kinds of treatment, and its strong

tendency to recur. I might speak of a variety of

5. Functional Symptoms in Distant Organs.—I might tell you of

the impairment Digestion, and the interference with the Respiration,

amounting sometimes to dyspnoea or orthopnoea, resulting from the

presence of fibroid tumours of large dimensions. The Circulation

becomes afi'ected also in many cases, and you may have oedema of

the lower extremities, or varix from the pressure on the veins ; or

palpitation comes on where there has been much loss of blood. The

Mammce sometimes become enlarged, and the areola broadens and

darkens as in the early months of pregnancy. I might run over

thus the whole list of the functional symptoms with which you are

acquainted, as betokening the various changes, physiological and

pathological, of the gravid and morbid uterus, for all of them may
in special instances be traced to the existence of a fibroid tumour.

But I need not dwell on these ; for the symptoms of which I have

spoken at length are the most characteristic. I am anxious to im-

press upon you the importance of remembering that you can never

be warranted in concluding that you have to do with a case of

fibroid tumours of the uterus from the presence of any symptom or

group of symptoms. You may guess at the nature of the case, and

where the functional disturbances are present in a very pronounced

group, you may form a diagnosis of presumption, which, in your own
mind, amounts almost to certainty ; but you can never feel quite



PHYSICAL DIAGNOSIS. 679

satisfied as to tiie real nature of tlie case, and you dare never give

a decided opinion to tlie patient without liaving recourse to a per-

sonal examination. Let me ask your special attention, therefore, to

the means to be adopted and the information to be acquired in

making a

Physical Diagnosis.

As the conditions vary, according as the aifected organs and the

morbid growth are still confined to the cavity of the true pelvis,

or have risen above the pelvic brim and taken a place among the ab-

dominal organs, allow me to point out to you how you should pro-

ceed in making your diagnosis of

A. Pelvic Fibroid Tumours.—If there be no abdominal en-

largement in the case of a patient who comes to you complaining of

the train of symptoms which I have described, you wiU suspect that

the tumours are small and still confined to the pelvis, and you will

correct or confirm your diagnosis by

1. Digital Exploration.—On introducing the finger into the

vagina you may find the uterus lying unusually low in the pehds.

For this is the first efi'ect of any increase to the weight of the uterus,

that it sinks somewhat, and gives rise to that feeling of weight or

bearing-down which is such a constant accompaniment of uterine

troubles. If the uterus has never been gravid it is usually firm and

hard, and on passing the finger or fingers behind the cervix uteri, or

in front of it, the firm fibroid nodule can in most cases be easily

enough felt. Wlien the finger feels a round hard projection on some

part of the uterine walls, or if there be a series of nodose irregulari-

ties on the surface of an easily movable uterus, you may be pretty

certain that you have to do with a case of fibroid tumours. But

you require to apply the left hand over the abdominal wall above

the pubes, so as to ascertain that the fundus uteri is in its proper

situation, neither anteverted nor retroverted ; and by then using

some degree of pressure, you can, unless the parietes of the abdomen

are unusually thick, define satisfactorily the condition of the uterus,

and determine the size and situation of any tumours growing in its

walls. In some cases it may even be necessary to examine by the

rectum, or with one finger in the rectum and another in the vagina,

at the same time that the left hand is applied externally. In some

cases you are obliged to have recourse, further, to

2. The Use of the Sound.—Where the patient is very stout, or

where from other causes you find difficulty in making a combined

external and internal examination, you will remain in uncertainty
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whether you have to do with a fibroid tumour on the back wall or

with a retroflected fundus uteri until you introduce a sound into the

cavity, when the difficulty at once disappears, and the nature of the

case becomes perfectly clear. For if you have a fibroid tumour

there, the sound passes easily into the uterus in its normal direction,

and the tumour remains unchanged when the sound has reached the

fundus
;
whereas, in case of retroflexion, the point of the sound gets

caught at the os internum, and must change its direction and be

passed backwards so as to enter the cavity of the uterus ; and if it be

then turned into the proper axis of the pelvis, the finger in the vagina

feels the suspected tumour moving away to take the proper position

of the fundus uteri. When no complication is present, the diagnosis

of fibroid tumours confined to the pelvis is thus comparatively simple

and sure ; but it is not quite so easy to decide when we have to do

with

B. Abdominal Fibroid Tumours.—When they are so large as

to have risen up into the abdominal cavity, there is often great diffi-

culty in distinguishing them from the gravid uterus on the one hand

and from ovarian tumours on the other ; and yet, as you may well be-

lieve, it is of the last importance, both as regards the prognosis and

the treatment, that you should be able to make a correct diS'erential

diagnosis.

1. Abdominal Palpation.—On manipulating a uterus enlarged

from the presence of a fibroid tumour, you feel it to be hard, dense,

and unyielding in its texture ; and if there be a group of tumours,

as is most frequently the case, you will note the inequalities of the

surface, and remark that each of the projections is equally solid and

firm. If the surface be thus irregular and bosselated, you distinguish

it at once from the gravid uterus. But where there is only one

tumour, or at least only one which has attained a large size, its

smooth rounded outline may be precisely like that of the uterus in

an advanced state of pregnancy. If you keep your hand applied to

a gravid uterus, however, you will observe a pecuUarity which dis-

tinguishes it from the pathological hypertrophy. For, though the

uterus feel at one time firm and resistant, yet on continued mani-

pulation you find it becomes softer and more yielding. When the

muscular fibres are thrown into contraction, to wit, it feels hard, but

when they relax the walls soften, the tumour is found to be more

fluctuating, and perhaps the various parts of the foetus may be per-

ceived. Remember, therefore, never to be satisfied Avith the first

impression you gain from the palpation of any large abdominal
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tumour, but let your examination be carefully conducted, and, if

need be, repeated. The practised hand will usually be able to dis-

tinguish between the permanently solid firm feeling of the fibroid

tumour and the distinct fluctuation of a dropsical ovary. But when

ovarian tumours are solid, or are made up not of one large cyst, but

of a great number of smaller cysts with semi-solid contents, the sense

of touch, as practised through the abdominal walls, will not often

suffice to enable you to distinguish them from uterine out-growths,

and you must then proceed to make a

2. Vaginal Examination.—The exploration per vaginam is the

principal means we have of ascertaining the existence of fibroid

tumours when they are still buried in the pelvis, and even when

they have risen above the brim we must still have recourse to this

kind of examination in order to ascertain the connection of the

abdominal mass with the uterus. Wlien this vaginal exploration is

combined with external palpation, we can sometimes discover not

only the intimate union of the morbid mass with the uterus, but we

can determine from what part of the uterine walls it has its origin.

The distinction may thus be made sometimes between fibroid

tumours of the uterus and ovarian growths, but in other cases we

cannot decide without

3. TJie Introduction of the Uterine Sound.—If we have before us

a case of fibroids large enough to occuj^y a place among the abdo-

minal organs, the uterus is ordinarily itself enlarged, and its cavity

pulled out, so that the sound passes three, four, five, or more inches

into its interior. When we have been able to exclude the possi-

bility of pregnancy, we have no surer means of reaching a definite

conclusion as to the real nature of the case, for such a degree of

uterine enlargement is to be found in no other tumour with which

it is liable to be confounded. There are cases, however, where the

vaginal exploration, alike with the finger or the sound, fails to yield

us a satisfactory result—where, namely, such an elevation of the

uterus has been produced as to drag the os high out of reach. This

elevation occurs where the tumour tends to grow downwards till it

is arrested by the fascia at the floor of the pelvis, or where it rests

on the pelvic brim, and in growing towards the pelvic cavity pushes

up the organ from which it springs. Have we any means of com-

pleting our diagnosis in such a state of matters 1 I answer. Yes
;
by

calling into play the sense of hearing to aid the sense of touch, and

resorting to

4. Auscultation.—When we apply the stethoscope over an
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ovarian tumour, as I have already told you, we hear no sound. On
auscultating a fibroid tumour, on the other hand, we rarely fail to

discover, at one or other side, a bruit precisely resembling the sound

heard on auscultation over the pregnant uterus, with wliich you are

familiar as the so-called placental soufBe. It may be very faintly

discernible in the sub-peritoneal variety, but in the interstitial and

submucous varieties, in which we saw the uterine walls to be greatly

hypertrophied, and the veins developed into large sinuses, the bruit

may always be discovered on careful examination. In a patient

whom I saw yesterday with Dr. Elliott of Carlisle, there was a

double fibroid tumour, with a very loud bruit, and in other cases of

this disease I have heard a bruit louder and more extended in its

course than we ever meet with in the gravid uterus. It is not, let

me warn you, always to be heard. At least, I have sometimes had

patients under my care in whom I could at one visit easily detect

the vascular soufile, whilst at another time it was not to be heard.

I have only to say further, in regard to the information gained by

auscultation, that its negative are no less valuable than its positive

results ; for if the presence of a bruit serve to distinguish fibroid

tumours from ovarian dropsies, the absence of the sound of the

foetal heart is our principal guide in helping us to distinguish it

from the graAdd uterus.
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LECTURE XLV.

ON FIBROID TUMOURS OF THE UTERUS—THEIR DIFFER-

ENTIAL DIAGNOSIS, PROGNOSIS, AND TREATMENT.

I WAS engaged in my last lecture, as you will remember, in show-

ing you how you would be able to recognise a case of fibroid tumour

of the uterus when it meets you in practice. It will help to fix in

your memory the symptoms and signs which are distinctive of this

form of disease, if, in resuming the subject to-day, I bring before

you briefly the various physiological and pathological conditions of

the uterus and its appendages with which fibroid tumours are most

apt to be confounded ; or if, in other words, I describe to you their

Differential Diagnosis.

1. From the Gravid Uterus.—^There is sometimes such close resem-

blance between a uterus enlarged from the presence in its walls of

a fibroid mass and the uterus at the later months of pregnancy, that

all your powers of observation and all your reasoning faculty will be

called into play to enable you to decide correctly as to the nature of

the case. There are several points, however, by attending to which

you will be able to come to a correct conclusion. First, the history

of the case gives an important clue to its nature. For where the

patient has reason to suspect the existence of pregnancy, she has

been watching the progress of growth, and can tell us, in regard

to a tumour which is now large enough to reach above the umbili-

cus, that it has grown perceptibly within the last three months,

whilst in a fibroid tumour of such size, unless she have only recently

had her attention called to its existence, she will tell us that it has

been present for many months, and that its rate of growth is com-

paratively slow. And you may confirm her observation, or make

the observation for yourself in a case where she does not yield satis-

factory information, by suspending your immediate decision and

calling in the aid of time to add to your data. Put her off for two

or three months with a placebo, and on again examining her you

will find that in the case of a gi-avid uterus the tumour has gone on
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steadily growing, whilst a fibroid tumour of such dimensions is quite

unchanged, or, at least, grows so very slowly that any change that

may have taken place is imperceptible.

Where you require to come to an immediate decision, you will

notice, secondly, the consistence of the tumour. The solid sensation

of resistance which the fingers perceive over the whole extent of

a fibroid tumour is hardly likely to be mistaken for the more

elastic fluctuating sensation of the gravid uterus, except at those

times when contraction is going on in the uterine walls. And
you must bear in mind that such contraction very commonly

occurs when a pregnant woman first assumes the recumbent

posture for the purpose of submitting to an examination. The

uterus then feels hard and firm, but if the examination be pro-

longed for a little, it becomes more relaxed and yielding, and this

very change in its consistence gives you a clue to the real nature

of the case, and after the contraction has fully subsided, you Avill

probably be able to press through the walls of the uterus so as to

be able to discover and define the difi"erent parts of the body and

limbs of the foetus. If the foetus make the movements which it

usually makes under manipulation, the perception of those move-

ments will further help to clear up the case.

Then, thirdly, you may call in the aid of auscultation ; and al-

though the vascular bruit will not serve to distinguish a gravid uterus

from a uterus developed around a large intramural fibroid, yet in the

former case there wUl be heard through the stethoscope the sounds of

the foetal heart, to which there is nothing that could be compared in

the case of the latter. The distinction between a uterus in the early

weeks of pregnancy, and a uterus which is the seat of a small fibroid

tumour, is sometimes a matter of considerable difficulty ; but in the

former the uterus is more equably enlarged and regular in its out-

line, is softer and more velvety to the touch, and is attended with a

more decidedly violet coloration of the vaginal canal, than in cases

where a small fibroid is growing in its walls. For in this latter case,

unless the tumour be growing towards the uterine cavity, where it

will excite a menorrhagia in complete contrast to the amenorrhcea

of pregnancy, it is felt as a nodular projection on some part of the

surface, the uterine texture feels firm and dense ; and if ever any

degree of congestion occurs in the pelvic vessels, causing the vaginal

mucous membrane to assume the bluish tint of pregnancy, it is only

after the tumours have attained such a size as to impede the circu-

lation by pressure at the pelvic brim.
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2. From Ovarian Tumours.—There is probably no other tumour,

physiological or pathological, which is more likely to be confounded

with fibroid tumours of the uterus of large size, than tumours ori-

ginating in its nearest organ, the ovary ; and yet it is of the utmost

importance to distinguish carefully between them, because the pro-

gnosis and the treatment in the two classes of cases are both widely

different. To be able to make this distinction, you must bear in

mind the difference between the firm consistence of the ordinary

fibroid and the more elastic fluctuating feeling of the ordinary ovarian

tumour. Remember, further, that the fibroid masses are usually more

irregular in their outline, and present one or more hard projections

on the surface ; while the ovarian tumours are more equable on the

surface, or have their outline interrupted by projections which feel

soft and elastic to the touch. On making a stethoscopic examina-

tion of the abdomen, you have the further distinction that the en-

larged sinuses of the uterine walls give out a bruit in the case of

fibroid tumours, which, according to my experience, is not to be

heard in the case of dropsies of the ovary.

After your attention has been directed to all these sources

of information, however, you may still remain in doubt as to the

kind of tumour present, until you have recourse to a combined

internal and external examination
;
when, with the fingers of one

hand in the vagina, and the other hand applied to the abdomen,

you are able to determine the real relation of the morbid mass

to the uterus. Except where the fibroid tumour is sub-peritoneal

and pediculated, it is such an integral part of the uterus that

when the abdominal mass is moved by the hand applied exter-

nally, the finger at the os uteri feels the uterus move consen-

taneously, and vice versa. The ovarian tumour, on the other hand,

being attached to the uterus through the medium of the Fallopian

tube and broad ligaments, is capable of independent motion ; and

if the finger alone applied to the cervix do not suffice to determine

the relationship between the tumour and the uterus, you can intro-

duce a sound into the uterine cavity, and so ascertain the independ-

ence of the uterus and ovarian growth. The sound gives you at

the same time important information as to the size of the uterus,

which is unaffected in the case of ovarian disease, whereas the

growth of fibroid masses in the walls of the uterus causes the cavity

to be spun out and elongated, so as to admit of the entrance of the

sound for several inches (see Fig. 1 1 6). In some cases, however,

the uterus has become glued to a somewhat solid ovarian tumour
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by inflammatory adhesions, and the real nature of the case can only

be made out by having recourse to the exploring-needle or trocar

and canula.

In order to impress upon you the occasionally great difficulty

there is in making a correct diagnosis, allow me to mention the case

of a lady whom I saw this morning, and who gave me this history

Fig. 116.

of herself. Two or three years ago she began to notice a swelling

rising up from the right side of the pelvis, which made her uneasy

chiefly from its steady increase in size. Alarmed and anxious, she

had consulted many difi"erent physicians and surgeons, and had got

most conflicting opinions as to the nature of her case. M. Monod
in Paris told her that she had an ovarian tumour. She came over

to London and saw a distinguished physician, who diagnosed a

Fig. 116. Uterus studded, with fibroid tumours in various situations, altering

the form of the uterus and increasing the length of its cavity.
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fibroid tumour of tlie uterus. Returning to Paris, she saw several

other medical men, who agreed in their opinion with her London

doctor. Trousseau examined her, and told her she had both a

fibroid and an ovarian tumour. The diagnosis of the existence of

an ovarian dropsy was finally established by Jobert, who tapped her

and drew off a quantity of ovarian fluid. The cyst is filling again,

however, and the tumour is beginning to prove uncomfortable.

After making a careful examination of her condition, I think I can

explain the error into which so many distinguished diagnosticians

fell in judging of this case. For, by means of the sound, I can

make out, beyond all doubt, that there is a retroflexion of the

uterus, whilst the ovarian tumour can be felt floating up in the

abdominal cavity. The sound passed into the uterus can be made

to straighten the organ, and when it is kept fixed by means of the

sound in its cavity, the independent movement of the ovarian growth

can be made out with perfect certainty. Now this case, which

shows the difficulty of distinguishing sometimes between uterine

fibroids and ovarian dropsies, reminds me further that I must warn

you to be ready to distinguish these fibroids

3. From Flexions of the Uterus.—A diff"erential diagnosis between

fibroid tumours on the anterior or posterior wall of the uterus and

the anteflected or retroflected fundus uteri respectively can com-

monly be made out with tolerable accuracy by means of the com-

bined external and internal examination. But to make the

diagnosis sure, you require to pass a sound into the cavity of the

uterus, when you will find the nodule projecting distinctly enough

from the surface of the uterus, whilst it occupies and is kept fixed

by the sound in its normal direction.

4. From Inflammatory Deposits in the Pelvis.—In cases of pelvic

peritonitis, or pelvic cellulitis of old standing, you may have many

of the functional symptoms that occur in cases of fibroid tumours
;

and on making a vaginal examination the hard inflammatory

deposits may impart to the finger somewhat of the sensation of a

fibroid mass. But, to begin with, the previous history of the patient

will give an important clue to her pathological condition ; and then

you will note that the diffused irregular indurations resulting from

inflammation differ from the nodose well-defined projections of the

uterine fibroid. The tumours, moreover, leave the uterus freely

movable, except where they have grown to such size as to block

up the pelvic cavity ; and even then the finger can perceive, through

the roof of the vagina, that there is a degree of mobility between
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the peritoneal surfaces, which can no longer be felt where inflam-

mation has occurred, matting all the tissues together, and leading

to a conglutination of all the serous surfaces.

5. From Simple Hypertrophy of the Uterus.—I recently had

occasion to describe to you the symptoms and diagnosis of that

most frequent form of uterine enlargement which depends on sub-

involution of the uterus, and I need only remind you now in a

single sentence to beware of confounding such a hypertrophy with

that dependent on the presence of a fibroid tumour. The simply

hypertrophied uterus when grasped between the two hands—the

left applied over the abdomen, above the pubes, the fingers of the

right exploring per vaginam—is felt to be regular in its outline and

smooth on its surface
;

differing in this respect from the irregular

nodulations which characterise a uterus studded with fibroids. Then

the sound will pass easily and at once to a distance of three or

more inches into a hypertrophied uterus, the fundus of which does

not rise above the symphysis, whilst in the case of fibroids there is

often difficulty in its introduction, and where it passes three and a

half inches or more, the uterus is usually already large enough to

have risen up distinctly into the abdominal cavity; for the elongation

of the cavity in the uterus of sub-involution depends on an equable

enlargement of all the surrounding walls, and thus differs from the

elongation due to the presence of fibroid tumours, which produce a

more partial hypertrophy.

6. From Omental and other Abdominal Tumours.—You will

require, last of all, to be on your guard against mistaking hydati-

genous or carcinomatous disease of the omentum, or other large

abdominal tumours—as of the liver, kidney, etc.—for fibroid growths

in the uterus. You will usually be able to differentiate them by

noting the functional disturbances of the generative system which

are commonly produced in the case of the uterine tumours, and

which are not liable to be affected by tumours in abdominal organs

;

and on making a physical examination you can perceive that in the

case of the fibroid the tumour passes down into the pelvis, where

it can be reached by the finger per vaginam, whilst the lower limit

of abdominal tumours can be defined above the pelvic brim, and

are not to be felt by the exploring finger internally. Let me only

add that before making your decisive investigation you should always

make sure that the bowels have been completely evacuated, so as

to avoid the mistake of imagining that you have to do with such a

grave disease as fibroid tumours of the uterus, in a patient who has
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only a collection of hardened feces in the rectum, or in the sigmoid

flexure of the colon.

Prognosis.

The prognosis in the case of a j^atient who was suffering from

this disease used at one time to be very gloomy, when its

nature was not well understood, and they were imagined to have

some relation to carcinomatous disease. But, in reality, fibroid

tumours of the uterus are in themselves innocent in character, and

have no tendency to kill by the destruction of tissue and the

constant exhausting discharges, characteristic of cancer of the

uterus ; nor have they the same tendency to rapid growth wliich

you see in ovarian tumours, and which makes you sure, in the case

of this latter disease, that sooner or later you will require to

perform some dangerous operation for the patient's relief or cure.

So far from it, fibroid tumours, in the great run of cases, grow

very, very slowly
;
and, if no complication arise, they may remain

for years and years without undergoing any marked change, and

more particularly in women who are approaching the climacteric

period, you can hold out a sanguine hope tliat when menstruation

ceases the tumour will cease to grow, and even begin to decline in

size. During their long-continued gradual growth the neigh-

bouring organs have become accustomed and accommodated to

their presence, and the patient's system is no way influenced by

their pressure, nor will her life be shortened. And if any of the

degenerative i^rocesses be set up in them which I have described to

you—such as calcification, ossification, or fatty degeneration—you

may very confidently predict a favourable issue to any symptoms of

discomfort that may previously have been excited.

But there are cases where you must be more guarded and less

hopeful in your prognosis. For these tumours sometimes go on

growing with greater rapidity, producing pressure too rapidly to

allow of the accommodation of neighbouring organs, and so inter-

fering with their functions that the life of the patient becomes

directly endangered, or her health so much depressed that she

more readily succumbs to any intercurrent illness. They may lead

to a fatal issue besides ; and this remark applies especially to the

submucous variety, when they give rise to large and long-continued

hemorrhages, with leucorrhceal discharges in the interval. I re-

ferred already to their readiness to take on inflammatory action, or

at least to the proclivity of a womb which is the seat of them to

become inflamed ; and inflammation in such an organ is not only

VOL. III. 2 Y
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very difficult to subdue, and obstinate in its recurrence, but it may
prove fatal, either from the intensity of the local mischief, or from

its spreading to the general surface of the peritoneum. Sucli

inflammation will very readily be set up in a puerperal patient ; and

you must remember that the presence of a fibroid tumour may
prove a very awkward complication during labour, as well as a

source of danger to the pregnant and puerperal woman. If it be

situated low down, it may so occlude and obstruct the pelvic canal

as to call for some of the severer forms of operative procedure in

order to effect delivery ; and even when it is seated higher up in

the fundus or body, it may retard the progress of labour by its

weakening of the muscular walls, and making them to work at a

disadvantage. After the child is born, you must be on your guard

lest there be excessive hemorrhage from the imperfect irregular

contraction which their presence excites ; and if the placenta has

been attached over the site of the tumour to any extent, the

danger of fatal hemorrhage is all the more imminent. There is yet

another source of danger in such cases, of which I met with a

striking example some years ago. The lady had a sub-peritoneal

fibroid tumour of considerable size, which had acquired an adhesion

to the inner surface of the abdominal wall behind the umbilicus.

Her labour went on easily enough, and terminated most satis-

factorily. But pain seemed to be set up in the tumour immediately

afterward, and a sudden peritonitis was lit up, of which she died

on the tenth day afterwards. On making a post-mortem examina-

tion, it became clear that the pain had resulted from the post-

parturient contractions in the uterus dragging on the tumour, which

was distinctly pediculated, and the neck of it had been thus

stretched till it at last gave way, and the tumour was left adherent

to the abdominal parietes, whilst the uterus sank down to its

normal position in the pelvis.

TREATMENT.

The treatment of fibroid tumours of the uterus varies according

£0 the varying condition of the case, and is sometimes more Medical,

at other times more Surgical.

A.—Medical Treatment.

In undertaking the medical management of a patient who is

the subject of this disease, we set before ourselves the threefold
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object of endeavouring

—

First, To procure the absorption of the

tumour
;
Secondly, to mitigate the symptoms to which it gives rise

;

and Thirdly, to maintain or elevate the general standard of the

patient's health.

1. Use of Discutient Remedies.—Nature sometimes brings about

the removal of fibroid tumours, perhaps more frequently than at

one time we were inclined to think. Sir Charles Clarke describes

the case of a lady who had a large fibroid tumour the size of a

child's head, which could be felt through the abdominal walls just

above the pubes, and on its surface two smaller projections, one the

size of a man's fist, the other twice that size. Two years subse-

quently these masses could no longer be felt on making palpation

over the uterus, and when the patient died some time afterwards

the uterus was found hypertrophied, and on the anterior surface of

it two small tumours as large as peas, which he took to be the same

as those which had previously been felt, now greatly reduced in

size. It seems to be an instance where fibroid tumours had become

involved and atrophied ; and though at one time I doubted whether

such atrophy could occur, and suspected that there was some

fallacy underlying Sir Charles's observation, I have become con-

vinced that I was wrong, and believe that I have seen a similar

absorjjtion in a considerable number of instances. Nor does it

seem to me now so difficult to understand how such reduction in

their size can occur. When we remember that they are not hetero-

logous growths, but a mere nodose hypertrophy from the middle

muscular coat of the uterus, and when we see the changes of growth

and involution that occur in the fibres of that middle coat during

pregnancy, and after parturition, we may surely hope that the ad-

ventitious fibroid masses may become reduced in the same way by

a similar process of fatty degeneration. I have become the more

convinced that such absorption of these tumours may occur, since

the individual fibres are sometimes seen to be filled with fatty gran-

ules, and in the first stage of disintegration. If you inquire of men

who have seen much obstetric practice, they will often tell you of

cases that they have met with, where fleshy tumours of the uterus,

which were felt at one time distinct and large, have disappeared

subsequently, more especially where impregnation occurred, and the

patient was delivered, but occasionally also where conception has

never taken place. The morbid growth may not become entirely

absorbed, though sometimes it does completely disappear ; but at

least it will become so far reduced in size, that it ceases to be a
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source of discomfort to the patient, and she may even fancy that she

has got entirely rid of it. There are two ladies from the north of

England whom I have seen from time to time—one from Alnwick

during the last five years, the other for three years, both of whom
are the subjects of fibroid tumours of the uterus, and both of

whom believed, the last time that I saw them, that they were com-

pletely cured. In both of these, the tumours, when I first saw

them, reached to near the umbilicus, and now they are so far re-

duced in size as to have passed beyond the patient's ken. In neither

of them, however, has the tumour altogether melted away, for it can

still be traced in the pelvis, though greatly diminished, on examining

per vaginam. In these cases I do not know whether the growth

will ever entirely disappear, but already a great deal has been

gained, and you will be ready to inquire by what means this

diminution in their size has been brought about. Well, I attribute

the recovery in these and many other similar, or even more striking

cases that I have observed, to the influence of the long-continued

and persevering use of bromide of potassium.

You are already acquainted with the discutient powers of iodide

of potassium, and the beneficial influence of that drug in many forms

of morbid swelling. It has been administered also in cases of fibroid

tumour of the uterus, but never, so far as I am aware, with any marked

benefit—perhaps for this reason, that it begins to produce its consti-

tutional effect too rapidly, and tells upon and damages the patient's

general health before it can have time to act upon the uterine growth.

But it is otherwise with the bromide. I was induced to employ it, at

the suggestion of Sir Charles Locock, in consequence of the observa-

tions on its power as a sedative of the sexual system, which led to

its employment in cases of catamenial epilepsy, and from the circum-

stance that it is one of the ingredients in the mineral waters that

are believed to be most efficacious in the cure of uterine fibroids.

The mineral springs of Kreuznach, Kissingen, Carlsbad, and other

places, have been found to have a remarkable efficacy in arresting

the growth and diminishing the size of fibroid tumours, and you

may sometimes find it advisable to send your patient to one or

other of these health resorts. There they are made both to bathe

in, and to drink waters which are impregnated with the salts from

some old beds of the sea, and which contain a greater or less pro-

portion of bromide of potassium. But it is comparatively few of

your patients who will be able to avail themselves of such a method

of treatment, attended with all the trouble and expense involved in
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leaving their home to reside for six or eight weeks on the Continent
;

and fortunately it is the less necessary when we can administer to

them in their own home the most efficient ingredient of the mineral

spring in the bromide of potassium. For, to my mind, the evidence

of the efficacy of this drug in retarding the growth, and in many
instances reducing the bulk of fibroid tumours of the uterus, is quite

overwhelming. Only, mark you, in order to witness the influence

of it, you must continue its administration for a lengthened period

—

not for a few weeks or months merely, but i^erhaps for years. I

had a patient here lately who seven years ago had a fibroid tumour

in the uterus the size of a child's head, reaching up into the abdominal

cavity. It was not attended with any great degree of menorrhagia,

but produced discomfort from its bulk, especially from its pressure

on the bladder, and kept the patient continually apprehensive lest

it should develop into something mischievous. When I first saw

her I put her upon bromide of potassium, and she has continued to

use it steadily nearly all the time since then, and with this happy

result that her tumour has entirely disappeared, so that on making

a careful examination of the uterus, I could no longer find any

traces of it. One could not have kept using the iodide of potassium

for such a length of time ; but the bromide, as I have found in her

case, and in many other instances besides, so far from depressing

the system, acts as a tonic, and even where it does not tell percep-

tibly on the fibroid in the way of reducing its dimensions, it very

frequently delays its development, and the patient's general health

improves to a wonderful degree. I usually prescribe it in five-grain

doses three times a day, sometimes in a bitter infusion, or simply

dissolved in water. In a few cases it disagrees ; and if in any case

you find the appetite impaired under its use, and the patient becom-

ing subject to eru})tions on the face or elsewhere, you require to

make her interrupt its use every six weeks or so for a week or two,

and during tlie interval let her take an acid tonic. In a few in-

stances I have thought that the influence of the drag became more

marked after I had introduced a sponge-tent through the canal of the

cervix uteri for the purpose of exciting the uterus to a temporary

enlargement, corresponding in some small degree to the hypertrophy

of pregnancy ; for the patient is thus brought into a condition

parallel to that of the puerperal woman, and such temporary increase

is succeeded by a marked decrease in the size of the morbidly-

affected organ.

Some practitioners, wlio imagined that these growths were
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due to an inflammatory process, have treated them by abstraction

of blood, and other antiplilogistic measures ; but such heroic

treatment is never called for except where the case has become

complicated with an inflammatory attack, "which is no neces-

sary part of the history of the disease, but which, while it may
prove dangerous or even fatal in certain instances, may in other

happier cases initiate changes in the tumours that will issue in their

resolution. When, therefore, inflammation has occurred, you will

not only seek to subdue it, but by the more diligent use of dis-

cutient remedies internally, and the external application of counter-

irritants, especially of the tincture of iodine, you will seek to push

your advantage and favour the process of resorption. But besides

endeavouring thus to bring about the reduction of the tumour, you

will be called on, from time to time, to use means for the

2. Relief of Symptoms.—You will often require to administer

sedatives with the view of relieving the pains which are set up in

the uterus—whether the pain be of inflammatory origin, or be due

to muscular action in the uterine walls. In other cases the menor-

rhagia is the prominent symptom ; and whilst in many patients you

must have recourse to the surgical measures for its arrest, of which

I am to tell you presently, in others you are shut up to the use of

medicinal agents. Of these the most effectual are gallic acid, given

in twelve-grain doses three times a day or oftener, or Euspini's

styptic, which is, I believe, a solution of gallic acid ; oxide of silver,

in doses of half-a-grain or a grain, three times a day ; and above

all, ergot of rye. The ergot is administered either in powder or in

the form of the tincture or liquor, in frequently-repeated small doses,

and is valuable inasmuch as it not only tends to check the hemor-

rhage by the contractions it excites in the blood-vessels, but it

stimulates the uterus, at the same time, to the contractile eff"orts

which are sometimes so beneficial in furthering the elimination of

the submucous variety of growth.

3. Attention to the General Health.—It is a general law that all

these morbid growths progress more slowly when the patient's sys-

tem is sound and strong ; and you must use all hygienic measures

to maintain her health at the highest possible point, and prescribe

iron and other tonics where the constitution has been lowered and

the blood impoverished. It is in this point of view that bromide

of potassium has commended itself to my favour ; for I have often

seen the patient's general health improve under its use, even when
it did not seem to influence the growth of the tumour in the uterus.
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And no doubt part of the benefit which such patients derive from

visits to the German spas is attributable to the happy invigorating

influences of the change of scene, and occupation, and diet, which

such a visit implies.

^.—SURGICAL TREATMENT.

Whilst you gather from what I have said, that the efforts of the

physician are thus comparatively limited in the management of

fibroid tumours of the uterus, you will find that they offer a wide

and fruitful field for surgical interference. The surgeon may en-

deavour to act upon them so as to procure their removal, or he may

be restricted in his efforts to the use of palliative measures.

a. Remedial Measures.

The vaiious operative procedures that have been or may be put

in practice with the view of influencing the growth of these tumours,

or procuring their elimination, are all imitations in some degree of

the natural processes which are seen to take place in them under

different circumstances. Thus the observation of cases where fibroid

tumours have undergone a calcareous degeneration has led to the

idea of making

1. Use of Galvanism to bring almd Calcification.-—That calcifica-

tion can be brought about in tissues of a low type of vitality has

been shown by the experiments of Rayer, who found calcareous de-

posits occurring in the ears of rabbits on being irritated. And some

American surgeons have proposed to apply this observation to the

uterine fibroids, and by means of galvano-puncture, or even by

thrusting a trocar into the centre of the growth, to send a current

through it, with the hope that this irritation might lead to the same

kind of calcareous degeneration which is seen in old tumours that

have lost their activity. But the degree of vitality of a tumour

that is undergoing such degeneration at the hands of nature is

widely different from those which are still in a state of active

growth ; and the interference which was intended to produce only

a local irritation and the death of the tumour, would be too likely

to have a wider influence, and might lead to the death of the

patient.

2. Gastrotomy and Excision of Tumour.—The attempt has some-

times been made to rid patients of huge fibroid tumours by cutting

down upon them through the abdominal walls, and removing them
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bodily. The operation has been done by some distinguished ova-

riotomists, wlio have begun the operation under the impression that

they had to do with an ovarian tumour ; but Dr. Atlee and others

have also had recourse to this procedure where there was no mis-

take as to the real nature of the growth. I have myself operated

in one case, and have shown you the preparation of the enormously

enlarged uterus with a huge fibroid in its wall. The woman who

was the subject of it had been aware of the existence of the tumour

for two or three years, and had reached the climacteric period ; but

it was one of those exceptional cases where the tumour, instead of

standing still or beginning to atropliy, seemed to take on a new

development, and, as it was growing rapidly larger, destroying the

patient's health, and rendering her unfit for her ordinary household

duties, the extirpation of the diseased organ was the only measure

that aff"orded any prospect of cure. Our modern ovariotomy expe-

rience renders the extirpation of the uterus an operation less diffi-

cult of performance than it would have been in former days ; but it

is a vastly more dangerous operation than ovariotomy, because of

the greater extent of stump and the larger number of almost inac-

cessible blood-vessels that have to be divided. In my own case the

patient died, partly of exhaustion, but with commencing peritonitis,

on the third day after the operation ; and the fatality in the hands

of other operators has also been so great, that I would not again

think of having recourse to gastrotomy in a case of fibroid tumour

of the uterus, unless I were sure that it was entirely subperitoneal,

and had become so far pediculated that the neck could be caught,

and the bleeding controlled by means of a clamp. Such cases, how-

ever, are comparatively rare, and not very easy of diagnosis, so that

for the sub-peritoneal and intramural varieties of tumour surgery

holds out but faint hopes of cure. But you will ask, Are there no

means of reaching the tumour per vaginam, and effecting its re-

moval and I have to tell you that in some cases of the sub-

mucous variety you may attempt its

3. Enmleatlon and Removal through the Vagina.—Let me first

tell you, however, that no man would urge a patient to submit to

this kind of operation where the tumour was latent, as it were,

growing, perhaps, but very slowly, and giving rise to no symptoms

of distress. It is only where life is imperilled, for example, by the

excessive hemorrhage, that it becomes a question in what way you

can interfere, so as to remove the cause of all the mischief. For

the hemorrhage may not only reduce the patient to the last stage
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of anaemia, but a sudden accession of it may at any time cause lier

death, as was seen in tlie history of tlie case represented in Criiveil-

hier's plate. Or, again, the fi'equently recurring paroxysms of pain

which attend the contractile efforts excited in the uterus for the

expulsion of the mass, tend to break down the patient's health, and

may make it desirable to interfere surgically for her relief. A lady,

the relative of an Edinburgh doctor, suffered from pains which

returned at a regular hour every day ; and on dilating the uterus

with a sponge-tent, I found a filjroid tumour projecting into the

cavity, and exciting thus the uterus to contractions, which the

patient, who had had a family, declared to be more ^lainful than the

pains of labour. I saw in London, some years ago, with Sir Charles

Locock and Dr. Tyler Smith, a patient from whom Dr. Smith had

already removed a portion of a fibroid tumour, Imt who had become

subject to such severe exacerbations of pain, that it was a question

whether an attempt should not be made to remove the whole.

Then, further, we sometimes find nature trying to cure the case in

this way, as I have told you ; and we ought to interfere to facilitate

and expedite the process. For it is not always safe to withhold our

hands, and allow it to go on unaided. I have a preparation of

a tumour removed from the body of a patient who died under the

attempt of nature to expel the growth. The mucous membrane

covering it had got ulcerated through, and under the contractile

efforts of the uterus the growth was in process of expulsion, when

the mass became sloughy and putrescent, and the patient died.

Last year I saw a patient die in whom the uterus had thrown off a

fibroid mass some years before, under the care of a Dublin physi-

cian. The uterus was as large as a uterus at the seventh month of

utero-gestation, with loud bruits audible on various parts of its

surface. Every month there were renewed attempts, on the part of

the muscular walls, to effect the expulsion of the tumour, and she

came here hoping that something might be done to hasten its

removal, as it was coming down more and more, till it had begun

to project at the vulva. In such a case, the tumour does not lie in

the cavity of the uterus, but in a cavity within its walls, and sur-

rounded by the muscular layers, so that the removal of the tumour

leaves a wound-surface of tremendous extent, and I did not feel

justified in attempting to interfere, till perhaps it was already too

late to do good. As the pulse had become very weak, and the

patient was in the last stage of exhaustion, I made an effort for the

removal of the tumour, only to find, however, that it was of too
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great size to be dragged through the pelvic brim, and though a

portion of the sloughy mass was removed, the patient sank and

died. In other cases of smaller dimensions, I have seen less dis-

couraging results. In the first patient in whom I effected the enu-

cleation of a uterine fibroid, the tumour grew from the back wall,

and projected towards the vagina. To reach the growth, I de-

stroyed the intervening uterine tissue with caustic potash at the

most prominent point. Contractions were set up in the uterus,

which lasted three or four days, until this sort of labour pushed the

tumour so far within reach, that it could be seized with vulsella

and removed. For a time she seemed to be fairly recovering ; but

she was unfortunately allowed to get up too soon, and was seized

with symptoms of an irritative fever, and died. Other cases have

not only recovered from the immediate eff"ects of the operation, but

have remained in permanent good health. It is, I repeat, in the

case of the larger-sized tumours, an operation attended with the

utmost risk, from the great danger that there is of inflammation being

set up in the large ragged excavation out of which the morbid mass

has been dragged, and also from the likelihood of injury to the

peritoneal surface if the tumour have involved much of the thickness

of the walls. So that, although I have seen one or two success-

ful cases of the enucleation of fibroid tumours of considerable size,

I regard it as an unjustifiable operation where the tumour is not

already distinctly in process of descent ; and I have become more

and more inclined to restrict the operation to cases of tumours of

small dimensions, when it may certainly be had recourse to with the

most hopeful prospects.

To reach them you may require to dilate the canal of the

cervix ; and this dilatation you will efi"ect by the use of sponge-

tents in preference to the division of the cervix by the knife, to

which Amussat and the other French surgeons who first attempted

the operation had recourse. In other cases the mass is already in

the vagina. In either case, you seize it with one or more pairs

of vulsella, and whilst steady traction is kept up on the project-

ing part of the tumour, you may require to assist its separation

from its bed by tearing some of its attachments with your finger-

nails, or with a knife or blunter instrument. Where it is not very

large, you may twist it out by turning it in the grasp of the forceps

carefully round and round in one direction, as I shall have to

describe to you more fully when, in my next lecture, I speak to

you of the treatment of fibroid polypi. There is usually little or



ENUCLEATION AND GOUGING. 699

no hemorrhage ; and if the patient survives the shock, and escapes

the risk of local inflammation or pytemia, her recovery and restoration

to health are usually very rapid. I might add, that it is also very

complete in those cases where the tumour is solitary. But they are

very apt to be gregarious, as in one of the patients in the ward

from whom seven distinct nodules have been removed at three

different periods, some of them almost polypoid, others buried more

deeply in the walls of the uterus. I removed two from the uterus

of a young lady last year. She returned, quite recently, very

anaemic
;
and, on dilating the canal, I found the tumour which I

show you now ; and possibly she may have more that may after-

wards cause trouble. Three years ago I had a patient from America,

from whom I removed two fibroid growths, one as large as a hen's

egg. She recovered perfectly at the time, and I hoped she was per-

manently cured ; for the last time I met lier she was in the Picture

Gallery in London, standing looking at the pictures. I have since

heard, however, that she has had some symptoms of hemorrhage,

and this may be an indication that some other tumours are beginning

to develop.

5. Removal of Portions of the Tumour.—Seeing the great danger

attendant on the enucleation of the entire mass in the case of large

tumours, some surgeons have had recourse to a measure which ap-

peared less formidable. They have interfered with them so far as

to remove a portion of the growth, cutting it off if projecting, or

gouging it out if it were still imbedded in the wall. This operation,

it was expected, would set up such an amount of irritation in the

mass as would stir up the uterus to attempt its elimination, or would

end in the atrophy and disappearance of the growth. In cases where

hemorrhage goes on to a great extent, I can believe that this pro-

cedure may have the effect of checking it if no mischief supervened

;

but it always appears to me that the risks of a fatal inflammatory

attack are too pressing, and the prospects of a cure too problematical,

to feel justified in having recourse to it in any case that has yet

come under my observation.

Palliative Treatment.

The surgical management of patients suffering from uterine

fibroids, is not, however, at an end when we do not judge it ex-

pedient to have recourse to any operation which should have for its

object the radical removal of the growth
;

for, though we are con^
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strained to withhold our hands from any serious measure, we may
and must often use means to relieve the more urgent symptoms.

1. Relief of Pressure.—The patient frequently suffers, in cases

where you would not dream of interfering heroically, from the pres-

sure which the tumour exerts on the neighbouring organs ; and this

may take place in three different positions. In the cavity of the

pelvis, first of all, when the growth is small, it is yet of sufficient

size to add to the weight of the organ from which it springs, and

causes, as I have told you, a descent of the uterus which may be

very distressing to the patient. If it be situated on the back wall,

more especially, it has a tendency to produce a retroversion of the

uterus which is very annoying. Now this distress you can often

relieve very effectually by making the patient wear a vaginal pessary,

such as we find to give relief in other forms of retroverted uterus.

Again, secondly, when the tumour is of larger size—so large as

to fill up the entire pelvis or the pelvic brim—when it has caused an

increase in the size of the organ corresponding to the gravid uterus

at the fourth or fifth month of pregnancy, it ordinarily rises up into

the abdominal cavity to find room for its further development. But

at this stage in their growth, these tumours are not unfrequently

caught at the pelvic inlet, and then they produce a disturbance

of the functions of the other pelvic organs, which may be among the

most persistent and annoying that the patient ever experiences.

From this distress, however, you can relieve her, in cases where the

uterus or the fibroid is not bound down by peritonitic adhesion, by

pushing the mass upwards into the larger cavity. With two or three

fingers in the vagina, applied to the lower part of the tumour, you

press steadily upwards and forwards in the axes of the pelvis, and

sometimes after shght effort, sometimes after a more prolonged at-

tempt, you will feel the mass escape from the cavity in which it was

confined, and float free into the larger space. The patient is usually

laid on her left side as in most gynecological operations ; but

occasionally it may be desirable to pln,ce her in a prone position,

or on her elbows and knees
;
and, however it may be accomplished,

the relief which she experiences is so immediate and so complete that

she is ready to believe you have wrought a miracle of a cure.

But, thirdly, she is not free from the effects of pressure even

now ; for . if there be much freedom of mobility in the mass, it

will cause discomfort by knocking about in the various move-

ments of the body, causing pain by its impinging on other parts,

or if it be at all inflamed and sensitive, becoming itself the seat of
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suffering during all these movements. This state of matters you

must seek to relieve by making the patient wear an abdominal

bandage carefully adajited so as to support the abdominal walls,

and exert such a degree of pressure as will keep the enlarged

uterus more or less firmly fixed in one position ; and you will often

find the good eflects of the binder increased by ajjplying to the

abdomen a large plaster, which may be made to contain belladonna

or opium if the tumour be in any degree sensitive and resentful of

pressure. You can thus in some measure relieve the patient of a

symptom which is not, it may be, directly detrimental to her health,

but which is otherwise a source of constant distress. But your surgical

means of i^alliation are not thereby exhausted, for you may interfere

in many cases most opportunely and effectively by employing various

measures for the

2. Arrest of Hemorrhage.—I have indicated to you the kind of

medicinal agents which are most serviceable in moderating the ex-

cessive menorrhagia from which such patients often suffer ; but when

the bleeding goes on uncontrolled, and seemingly unaffected by any

internal remedies, you must have recourse to the vaginal tampon,

in order to stem the tide that keeps draining away her strength,

and may be threatening even to destroy her life. You may intro-

duce a speculum into the vagina, and through it pass in several pieces

of lint, or sponge, or cotton-wadding, so as to pack up the vaginal

cavity, and produce some degree of compression on the cervix uteri.

Some surgeons prefer to introduce an air-bag in an undilated con-

dition into the vagina, inflating it after its introduction, so as to

press upon and expand the vaginal walls. If you have to plug in

an emergency, you can always command the use of a soft handker-

chief of silk or cotton. But where you have your choice of material,

I am sure you will find nothing more satisfactory than the long

strips of surgeon's lint, and if you take care to soak it freely in

olive oil, you will succeed in introducing it without much annoyance

to tlie patient, even without the use of the speculum.

The plugging of the vagina is, of course, only a temporary expe-

dient, and has no ultimate influence on the progress of the case, and

therefore, instead of losing time by the employment of it, it is often

advisable to stem the discharge fartlier up in the genital canal by in-

troducing a tent into the cervix uteri. The sjionge-tent puts a more

effectual and immediate arrest on the escape of blood, and may often

be applied with less difficulty to the practitioner as well as less dis-

turbance to the patient, than the tampon. During its stay, more-
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over, in the canal of the cervix and the cavity of the uterus, it effects

such a degree of compression upon the mucous lining as to bring

about a change in it, which renders the patient less liable to the

immediate return of the flooding ; and where it does not offer much

prospect of such a happy result, it opens up the way for the em-

ployment of other measures.

For a third means of checking the hemorrhage due to the

growth of fibroid tumours of the uterus consists of the applica-

tion of various styptics to the swollen and bleeding mucous mem-
brane. Now such styptic applications may be made in the way
of injections into the uterine cavity ; but not, according to my
experience, without exciting symptoms of danger, unless the

uterine orifice have been preliminarily dilated by the use of the

tent. And when the canal has been thus dilated, I have pre-

ferred to apply my favourite styptic— the saturated solution of

perchloride of iron in glycerine—by means of a long camel-hair

brush, rather than to make use of any astringent injection. In

other cases, I have sought to act upon the congested membrane by

means of a stick of lunar caustic freely applied to it through the

patent canal, so as to cause the sloughing of its superficial layer.

In many of these cases the hemorrhage arises from the vessels

which course over the surface of the projecting tumour, and

which have become partially opened in consequence of the ulcera-

tive process occurring in the mucous membrane. If this mem-
brane with its blood-vessels were only sufficiently divided to allow

of their retraction, the vessels would close, and the bleeding for the

time would cease. It is, I believe, in this way that the application

of caustic to the surface sometimes acts beneficially ; and you may
effect the same end, fourthly, by dividing or tearing through the

mucous membrane with a bistoury, or with Recamier's curette. I

have frequently had recourse to this operation in cases of large

fibroids giving rise to excessive hemorrhage—sometimes scraping off

a piece of the mucous membrane with the curette, but more fre-

quently dividing it with a tenotomy-knife. You need not fear any

dangerous consequences from the incision made thus on the pro-

minent part of the tumour, for the growth itself is possessed of

such small vascularity, that even if the cut were made to sink some

depth into its substance, it would probably cause no perceptible

addition to the amount of hemorrhage that was going on when you

felt called on to interfere.

I ought to Si^di, fifthly, that some gynecologists have reported
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good results, in the way of arresting the hemorrhage and check-

ing the growth of fibroid tumours of the uterus, by division

of the cervix at one or both sides, as in the operation for dys-

menorrhoea. But I am unable to speak from personal experience

of the value of this procedure, as I have had reason always to

be satisfied with the division of the mucous membrane over the

tumour—an operation which not only for the time arrests the

menorrhagia, so as to allow the patient to rally and regain her

strength, but which also aids the efforts made by nature for the

elimination of the mass, and prepares the way for a more hopeful

attempt at a later period to effect its radical removal by a subse-

quent surgical operation.
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LECTUEE XLVI.

ON POLYPI OF THE UTERUS.

I PROMISED to speak to you to-day about uterine polypi, by which

we sometimes understand one of the most common varieties of fibroid

tumour of the uterus, namely the submucous fibroid pressing into the

cavity of the organ and becoming pediculated. But there are other

kinds of polypi besides. Every tumour growing in the uterus, and

projecting into its interior, or becoming extruded from the os, with

a stalk more or less distinct, is a polypus, and we have them of dif-

ferent characters growing at different parts of the organ.

Size and Shape.

They present all possible differences in regard to size ; some of

them being large as a child's head, others small as a pea—so small

and soft that they easily escape the notice of the exploring finger.

Tliey are usually of a round or oval form, and regular in their outline,

though you will sometimes meet with them more cylindrical and

irregular ; and the growth is attached to the interior of the uterus

by a stalk sometimes long enough to reach from the canal of the

cervix, or the cavity of the body of the uterus, so far as to allow of

tlie protrusion of the polyp not only into the vagina but through

the vulva ; whilst in other cases the growth sits jjartially imbedded

among the muscular fibres of the middle coat of the uterus, and

may with equal propriety be regarded as a case of polypus or of

submucous fibroid tumour of the uterus, because you will have, as

one of the most familiar

Pathological Varieties of Polypi,

1. Pediculated Fibroid Tumours.—The largest specimens of ute-

rine polypi that we meet with belong to this class, for they are

sometimes so large that, after they have been loosened from their

attachment to the interior of the uterus, the extraction of them

through the vulva is only accomplished with great difficulty. When
polypi of this sort are cut into, you will notice that within the mucous
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membrane which invests them, and which is usually thickened and

injected, the section presents the well-known appearance of a divided

fibroid (see Fig. 117). The clear glistening surface, the pale fibrous

masses twisted together into unequally-shaped balls, and all bound to-

gether by a looser and slightly more vascular tissue, tell you at once

what the pathological nature of the body is, before you ever submit a

Fig. 117.

fragment to microscopic examination, and find in it the characteristic

feebly-developed elements of unstriped muscular fibre. I do not

know that the problem has been satisfactorily worked out, how
these submucous fibroids become pediculated. I show you a pre-

paration (see Fig. 118) which exhibits one of the elements which is

sometimes at work in effecting their pediculation ; for you will see

that the tumour has been caught in the neck of the cervix uteri,

and you can almost see how, under the contractions of the uterus,

the growth will be drawn from its seat, and its stalk tend to become

Fig. 117. Fibrous polypus of the uteru.s, cut into to show its identity in struc-

ture with fibroid tumours of the uterus.

VOL. III. 2 Z
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elongated. But the process takes place mainly when the tumours

are still confined within the uterine cavity, and is seen to take place

as distinctly on the peritoneal surface. We only know that the

tumour, like every other living structure, grows most readily in the

Fig. 118.

direction in which it meets with least resistance. And as the

fibroid of the uterus cannot easily increase by forcing its way

among the dense tissues of the middle coat, it must grow towards

the surface to which it lies the nearest ; and it may be that a con-

Fig. 118. Intra-uterine fibroid which has become pediculated, and is in pro-

cess of expulsion under uterine action.
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tinued but imperceptible degree of muscular action goes on in the

adjoining walls, which hastens its jDrotrusion on the surface, and

favours its pediculation. But, however they may . be produced, these

fibrous polypi are of very frequent occurrence in practice, and form

a group with well-defined pathological characters.

2. Mucous Polyjn.—Then there are a considerable number in

which the polypus is felt at once by the finger to be of a different

texture. They are more soft and pulpy, are commonly of small

Fig. 119.

size, rarely larger than a filbert; and, instead of being round, they

are more elongated, pyriform or fusiform (see Fig. 119). They

have their origin not in the middle wall of the uterus, but in its

lining membrane, and the elements of this mucous membrane, of

which they may be regarded as local hypertropliies, are reproduced

in these adventitious growths. In some instances the surface is

smooth and regular, in others there are depressions to be noted

which are the orifices of canals which enter for some distance into

their substance, and from this circumstance they have sometimes

Fig. 119. Sketch of a group of mucou.s polypi growing in tlie cervix uteri.
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been described as canaliculated ; whilst the large amount of cell-

ular or areolar tissue which enters into their composition has led

to their being designated by others as cellular polypi. They are

often, indeed generally, highly vascular, so that they bleed freely
;

and a vessel of considerable size sometimes passes through the

pedicle, which is apt to give rise to troublesome hemorrhage when it

is divided. You will meet with them in all stages of growth, but

they have usually become ftdly pediculated before they give rise to

so much disturbance as to call for your interference ; and although

as I have stated, they are seldom large, in some exceptional cases

they may be found growing with a long stalk, and hanging into the

vagina, or from the vulva, of the size of a small pear.

Far more frequently than mucous polypi of such size, however,

we meet with them in

the formwhich has some-

times been described as

vesicular, and ranked as

a separate group. They

appear then as very

small vesicles, of the size

of an orange-pip (see Fig.

120), growing chiefly in

the canal of the cervix,

and at the external orifice of the uterus. They are composed of a

thin transparent sac containing a glairy fluid, and are so soft and

jelly-like in their consistence that

the exploring finger with difficulty

recognises their presence at the os

uteri, or mistakes it for the mucous

plug, which is often as palpable as

these polypi. They may grow singly,

as represented in Fig. 121; but more

commonly they are gregarious, and

often they are found to co-exist with ^\/jgj
the larger mucous polypi of the cer-

vix, or Avith fibroid tumours in the

Fiff. 120.

Fig. 121.

body of the uterus,

culated.

Sometimes they are sessile ; sometimes pedi-

Fig. 120. Small pediculated vesicular pol}7)i growing in the cervix of a uterus

in which there was co-existent disease in the body and fundus. {CruveAlhier.)

,Fig. 121. Single vesicular polypus. [Lee.)
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3. Erectile Poly])i.—You will sometimes meet with specimens of

uterine polypi of small size, and usually having a broad base, which

resemble nothing so much as the hemorrhoids of the rectum, with

the appearance of which every i:)ractitioner is familiar. They

might perhaps be classed correctly enough with the mucous variety,

seeing that they affect the same habitat and originate in the same

lining membrane ; but their extreme vascularity, which renders

them prone to bleed on the slightest touch, gives them a character

quite peculiar.

4. Placental or Hematic Folyjji.—There is yet another form of

growth within the uterus, which gives rise to all the train of

symptoms which belong to polypi, and requires the same kind of

treatment. It is not, however, a morbid gowth, as the true polypi

are, but consists simply of a fragment of placenta which has

remained adherent to the interior of the uterus when the rest of

the secundines have been detached and expelled after delivery of

the child. This accident is most frequently due to the morbid

adhesion of a single lobe of the placenta to the uterine wall, and it

may easily be overlooked at the time if it do not lead to any

immediate amount of flooding, which calls for an exploration of the

cavity of the uterus. Such an adherent placental lobe may remain

for a long time in the uterus without causing any great degree of

hemorrhage, till it has become so altered in its texture that the

usual placental appearance is with difficulty recogniseti. Not

unfrequently the retained fragment is but a mere shred, and the

bulk of the fleshy-looking body that is found some months

subsequently is formed of consolidated clots of blood. The blood,

after escaping from the torn surface, has been retained in the cavity

of the uterus, and coagulated upon the rough projecting shred of

placenta ; and the muscular contractions, which Avere insufficient to

detach and expel it, had the eff"ect simply of squeezing out the

more fluid portions of the blood, till a hematoma or hematic

polypus was formed, so firm in texture as almost to require the use

of the microscope to distinguish it from some of the softer specimens

of the fibroid polyjM.

5. Malignant Polypi.—The varieties tliat I have been speaking

of are all simple, non-malignant in their character ; and though

they are often gregarious, so that, after removal of one, you cannot

be sure that the patient may again sufi'er from the same disease, you

can at least be sure that there will be no reproduction of the same

growth from the same spot. But ray account of polypoid growths
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rig. 122.

in connection with the uterus would hardly be complete unless I re-

minded you that cancroid disease sometimes assumes a polypoidal

form (see Fig. 122), growing from one

of the lips of the cervix, and then

commonly described as cauliflower ex-

crescence of the uterus. Of this kind

of growth, however, I have already

spoken in a previous lecture (see p.

149) ; and I wish to confine your at-

tention to the other varieties of true

polypi, which show no tendency to

reproduction, and are not heterologous

in their structure, but merely per-

verted developments of the normal

elements of the uterus.

Anatomical Seat.

Before leaving the subject of their

pathology, however, I must ask your

special attention to the varying seat

of attachment of the pedicle, for their symptoms and diagnosis and

treatment are hardly more influenced by their pathological nature,

than by the relation they hold to the diff'erent portions of the uterus

in which they may be found.

1. Infra-Uterine.—They may grow, first of all, within the cavity

of the uterus itself, and

may be giving rise to

their usual train of

symptoms, whilst they

are still concealed in

the body of the organ,

above the os internum,

and beyond all reach

of the exploring finger

(see Fig. 124). Now,

it is interesting to

know, and important to remember, that whilst small mucous

polypi do in some cases grow thus high up in the uterus, such an

Fig. 122. Cancer of the uterus growing in the polypoid form, designated

" cauliflower excrescence."

Fig. 123. A group of small vesicular polypi growing in the canal of the cervix

uteri. (Boivin.

)

Fig. 123.
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occurrence is so extremely rare that you may never meet with it

in practice. For the polypi which grow from the body and fundus

uteri are almost invariably pediculated fibroid tumours. Where

Fig. 124.

portions of placenta have been retained, you will, of course, under-

stand that these also are necessarily intra-uterine in their seat.

2. Cervical.—We sometimes arrive at the seat of the mischief

before reaching the os internum, and find the polypi at the os

externum, or in the canal of the cervix (see Fig. 123). In this case,

the growth is usually of the mucous or vesicular variety ; and that

the fibroid polypus should be here extremely rare, you will readily con-

clude when you remember how very seldom fibroid tumours develop

in the cervical portion of the uterus. Or, if we do meet them in this

region, we yet can trace their stalk and seat of origin up to the

body or the fundus. For the polypus which was originally intra-

Fig. 124. .Sketch of an intra-uterine pol3'pus.
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uterine may afterwards become cervical. But it seldom attains this

position, or retains it long, without becoming ultimately

3. Vaginal.— Occasionally the polypi grow from the vaginal

portion of the cervix, or from the immediate entrance to its canal,

so that from the first they project into the cavity of the vagina.

Fig. 125.

But far more frequently they become vaginal only secondarily—the

mucous polypi growing downwards from the cervical canal, or the

fibroids from the interior of the uterus (see Fig. 125). Their pro-

gress in this downward direction can occasionally be traced

—

uterine action coming on month after month, and pushing the

Fig. 125. Tntra-uterine fibroid, which is escaping through the os uteri and
becoming vaginal.
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tumour fartlier and farther onwards. Perhaps, if you examine at

a menstrual period, when there is a sort of attempt at labour, you

will find the os and cervix sufficiently patent to admit the finger,

and you feel the polyj^us j^rojecting from the orifice ; and if you

examine a week or two later, the canal

has closed, and the tumour has retired

within the cavity. But, by and by, it

gets driven farther down, the stalk is

gradually becoming elongated, and it

retains a permanent position in the

vagina, and may descend as far as the

vulva, or even hang out between the

labia pudendi (see Fig. 1 2 6).

Etiology.

We know but little regarding the

cause of the formation of these growths,

just as Ave know little or nothing as

to the cause of the development of

fibroid tumours of the uterus. I have

known them to occur in several mem-
bers of the same family, as if there

were some constitutional proclivity to

their development. Age has an influence so far, that they appear,

in the great majority of cases, during the child-bearing period. But

they may grow at any time during the years from fourteen to forty

or fifty, when the uterine functions are active ; and occasionally they

first make their appearance after the catamenial discharge has for

some time ceased.

Fis. 126.

Symptoms.

1. ConstihUional Symptoms.—Uterine polypi give rise to no

special constitutional disturbances which can in the least degree be

regarded as peculiar and pathognomonic. All the secondary multi-

form train of functional symptoms which crop up during the pro-

gress of any other uterine disease attended with wasting discharges

may be manifested by a patient who is the subject of a polypus in

utero.

Fig. 126. Fibroid polypus growing from the interior of the uterus by a long

neck, and reaching towards the vulva.
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2. Local Symptoms.—Nor are the local symptoms much more

conclusive in their character, although more defined in their number.

Is^, Hemorrhage.—Frequently the symptom which first attracts

the patient's attention, and sends her to consult a doctor, is the in-

crease in the quantity of blood escaping at the menstrual times, and

the prolongation of the individual periods. Or it begins to escape

irregularly and unexpectedly during the intermenstrual period, under

any physical exertion or mental emotion, or without any kind of

disturbance to which the access of bleeding can be referred. It

may go on so frequently that the patient is oftener " unwell

"

than otherwise, the discharge continuing for two or three weeks at

a time, and only drying up for a short interval. The quantity, too,

may be so great that her strength gets drained away, and she be-

comes reduced to the last degree of ansemia.

2d, Leucorrhcea.—The deterioration of the patient's health is

further aggravated, in most instances, by the continuance during the

intervals of menorrhagia or metrorrhagia of a leucorrhoeal discharge

of a mucous or muco-purulent character, derived not only from the

surface of the pol3rpus, which is frequently in a state of ulceration,

but from all the surface of the uterine mucous membrane, with

which it comes in contact, and in which it keeps up a kind of

catarrh, which occasionally passes on to inflammation, and even

superficial ulceration. You might, perhaps, be prepared to find

such a state of matters in connection with the larger fibroid masses

in the interior of the uterus ; but what I wish to impress upon you

is, that it may arise in connection with the smallest mucous polypi

growing in the cervix. For, in many cases where these mucous or

vesicular polypi would of themselves not furnish any but the most

trifling sanious or mucous discharge, you will find a degree of in-

flammation occurring in the cervical canal, which shows itself on

examination through the speculum in the form of an erosion of the

OS, or even as a granular inflammation, giving rise to a constant and

sometimes copious leucorrhoeal discharge. You require to bear this

in mind, because such granulations of the cervix cannot be got to

heal so long as the polypus is allowed to grow, and, on the other

hand, they heal without much further management after the extir-

pation of the polypus. I ought to add, that where there is any

tendency to sloughing of the polyp, or where the discharge is re-

tained from any cause within the genital canals, there is sometimes

a fetor attached to it, which is excessively disagreeable to the

patient, and reminds you of the fetid discharges of a cancer of the

uterus.
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3d, Mechanical Irritation.—Then, further, when these polypi are

of any considerable size, the patient suffers from the feeling of

"weight in the uterus, and the pressure of it on the neighbouring

organs. This may occur to a very distressing degree in the case of

the larger polypi ; but you are to remember that the smaller ones,

which from their own bulk would be imperceptible, yet lead to a

congestion and hyi^ertrophy of the uterus, which manifests itself in

a sensation of bearing down and pressure on rectum or bladder,

which is a source of constant discomfort.

ith, Pain cannot be correctly reckoned among the symptoms of

polypus, so far as the growth itself is concerned ; for all the varieties

of them, even if we were to include cauliflower excrescence in the

designation, are insensible, and may be handled freely without ex-

citing any suffering. But the organ in which they grow becomes

from time to time the seat of pain—viz. in those cases where uterine

contractions are set up for the expulsion of intra-uterine polypus
;

and these contractions make themselves perceptible to the patient

by the pain which attends them, seeing they are in a minor degree

of the same nature as the pains of natural labour.

But now I must warn you that here, as in all other forms of

uterine disease, you cannot come to a definite conclusion as to the

nature of the patient's ailment from the mere consideration of the

symptoms. Those which I have described to you may be all pre-

sent in the most marked degree ; but after all they only guide you

to the knowledge that the uterus is the seat of all the mischief.

The patient, who has become reduced and anjemic through the pro-

fuse menorrhagia attendant on an intra-uterine polypus, may present

an appearance so like that which you ordinarily recognise as pecu-

liar to the cancerous cachexy, that the practitioner would be fool-

hardy who dared to pronounce on the nature of the case before he

had made a proper vaginal examination. Many a patient has

been declared to be the subject of malignant disease of the

uterus, and the doctor who pronounced her doom has been

brought into discredit, because the woman has been afterwards

found to be suffering from a polypus of the uterus, the removal of

which has restored her to perfect health. It is not the usual his-

tory of such cases that the health gets so far broken down that the

patients sink and die. But this does happen sometimes ; and as

no man dare go into a witness-box and swear that a woman was

pregnant, without having examined her physically, so as to have

apprehended the positive signs of pregnancy ; so none can decide as

to whether a woman witli a certain train of symptoms—such as
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menorrhagia, leucorrhoea, and pelvic distress—owes all her discomfort

to a polypus or a cancer. None dare predict whether she be labour-

ing under a malady that must go on hopelessly to a fatal issue,

or whether she be the subject of a simpler, more remediable kind

of malady, without instituting a complete and thorough local

examination.

Physical Diagnosis.

Our means of physical examination vary, according as we have

to do with a polypus when it lies in the vagina, or is still within

the cavity of the uterus or cervix. Let me begin, therefore, by tell-

ing you how you are to make a diagnosis

A. Of Vaginal Polypi.

1. Digital Exploration.—You will naturally have recourse to a

vaginal examination with the finger, when the polypus, if it be of

any size and consistency, will be at once detected. If it be not too

large, the finger will pass round it, and feel the stalk escaping

through the neck of the uterus. Where it is of such large size as

not readily to allow of the neck being felt with one or two fingers

alone, the whole hand may be passed into the vagina, in order to

make out its relations ; and as such a procedure may be attended

with pain to the patient, you will require sometimes to bring her

under the influence of chloroform, in order to make a satisfactory

examination. In these cases the diagnosis is not difficult ; the

rounded, firm body is so easily felt, and the narrow stalk by which

it is connected with the interior of the uterus reveals its nature.

2. Use of the Speculum.—There are some cases, however, where

the fingers do not suffice to detect with certainty the nature of the

malady. The vesicular, and even

the canaliculated polypi, are some-

times so small and soft, as to be all

but imperceptible ; and it is only

on having recourse to the use of the

speculum that you make the dis-

covery. Introduce a bivalve specu-

lum, like Cusco's, or the duckbill

speculum of Dr. Marion Sims, so

as to bring fully into view the

orifice of the uterus, and you will

see hanging from the os, or simply protruding through it, a small

Fig. 127. Pisiform cystic imlyjras prnjccting from the os uteri. (Boivin).
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red body like a currant or a cherry, of the presence of which the

finger had taken no notice (see Fig. 127). If there be any attend-

ant erosion of the cervix uteri, you will be able, at the same time,

to notice it, and, before withdrawing the speculum which has been

introduced for the purpose of diagnosis, you may proceed to remove

the polypus ; for this is one of those forms of disease of the uterus

in which the speculum yields invaluable service.

3. Use of the Sound.—There is still another class of cases

where neither the finger nor the speculum suffice to arrive at a

satisfactory diagnosis. The finger is aware of the firm, rounded

tumour, which it can trace up to the cervix uteri and within the

circle of the os ; and on combining external palpation with the

internal examination, you may sometimes get a suspicion, from the

difficulty of feeling the fundus uteri, that you have to do, not with

a polypus, but with an inverted uterus. For it occasionally hap-

pens that, during the third stage of labour, or soon afterwards, the

fundus uteri becomes inverted and protruded into the cavity of the

uterus ; and in some cases more suddenly, in others more gradually,

under the uterine contractions, the fundus descends more and

more in this inverted condition, till it projects through the os uteri,

and it may go on so far, that the entire body and fundus are found

thus hanging into the vagina, grasped by the canal of the cervix.

If you meet with such a case immediately after delivery, when the

abdominal walls are all relaxed and soft, you will usually have little

difficulty in recognising and rectifying it. But where the accident

has been overlooked at the time, the process of absorption goes on

as usual in the uterus, till it gradually becomes restored to some-

what of its normal size, but retaining all the time its inverted form.

The patient presents a train of symptoms precisely similar in cha-

racter to those of a woman who is the subject of a uterine polypus :

the menorrhagia, leucorrhoja, and local discomfort, are all identical

;

and if she first come to consult you many months, or even some

years, subsequently to the occurrence of the inversion, you may have

some difficulty in tracing its perfect history. The speculum will

give you no satisfactory information, and external and internal ex-

amination combined will still leave you very uncertain as to the

nature of the case ; and Gooch shows how puzzling is the dia-

gnosis under such circumstances, telling how he applied the liga-

ture to the inverted portion of a uterus, regarding which he was in

doubt whether it was a polypus or an inverted uterus until after its

removal. But the diagnosis is rendered at once simj^le and sure by
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the use of the sound, which, in the case of polypus uteri, will pass in

along the neck the usual two and a half inches, or even more

;

whilst, in the case of the inverted uterus, the point of the sound is

arrested around the entire circumference at the line of reflexion,

about an inch, in most cases, within the lips of the cervix. The

sound is of service, moreover, in the investigation of a case of poly-

pus, in enabling us to determine the seat of attachment of the

pedicle, and to ascertain the degree of uterine enlargement, and

thus approximatively to estimate the size of the growth.

4. Use of Tents.—But you'^will ask me. How about the intra-

uterine polypi 1 Are there any means of discovering them when

it be polypoid and removable, or still submucous and imbedded

in the walls. Many years ago, I saw, with my friend Dr. Alexander

Wood, a patient who died of menorrhagia, and in whom after

death we found a polj'-pus which was in process of being eliminated

by the uterus, as you see in this preparation (see Fig. 128) ;

and it was here so manifest that the patient's life would have

been saved if only we could have got into the interior of the

uterus, so as to recognise and remove the cause of all the mis-

chief, that I began to think more earnestly whether it might not

be possible to do so in any similar case. Why could we not in that

case diagnose with certainty what indeed we suspected ? Simply

Fig. 128. Polypus which proved fatal by continued hemoiThage while still

included in the uterine cavity.

Fig. 128.

they are still concealed with-

in the cavity of the uterus?

Well, we can in some cases

ascertain their existence by

i means of the sound. The

J
sound recognises the projec-

tion on the uterine wall, and

1^
can sometimes tell you, by its

mobility or otherwise, that it

is a polypus with which you

have to do. But you do not

feel quite certain in all cases,

from this kind of explora-

tion, of the nature of the

case, and more especially you

cannot tell in the case of an

intra-uterine tumour whether
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because the os and canal of the cervix were too narrow to permit

the passage of the finger. But the cervLx is dilatable, and does

dilate, as we see in parturition, in abortion, and in some cases even

of polypus, under the efforts of nature to expel the contents of the

uterus. Now, surgeons have for ages been in the habit of using

tents to keep open the lips of a wound, or for expanding the orifice

of sinuses ; and so I was led to make use of pieces of sponge made

into the form of tents, and introduced into the cervix uteri for the

purpose of dilating its canal. If you take a piece of sponge that

has been dipped in hot water, and, folding it together on a piece of

wire as an axis, wind round it a piece of whip-cord as a boy winds

the string round his spinning-top, you can compress the sponge into

the form of a long pointed cone. Put it thus firmly compressed

into a stove till it be thoroughly dry, and on removing the cord you

have a sponge-tent of a convenient shape easily to pass into the

cervix uteri (see Fig. 129). Some
^

practitioners get the rough ridges

left between the spiral furrows of

the cord rubbed down, and filed

away, so as to leave the surface

perfectly smooth. I have always

found it better to cover the tent

with some lard and wax to faci-

litate its introduction. The cerate

soon melts off, and the ridged

surface of the tent serves to keep it in position, until it has time to

expand and dilate the canal. For no sooner is it lodged within the

cavity of the uterus, than it begins to swell up by the absorption of

fluid from the surrounding tissues ; and as it swells it distends the

cervix more and more. If the os be completely closed, you may
require to use a tent no thicker at its thickest part than a goose-

quill ; and when you withdraw it, after five or six hours, the canal

will be sufiiciently dilated to admit a second of the thickness of the

finger. By using thus a series of tents increasing in size, you can

dilate the canal so widely as to admit, if it be desirable, two or more

fingers into the interior of the uterus. You can usually pass in the

tent easily enough with the unaided fingers of the right hand ; but

if in any case you find it difficult thus to introduce it, you may

Fig. 129. Sponge-tents. The figure to the left represents the tent with the

point of a stilet fitted into it. The figure to the right is a section of the prepared

sponge.

Fig. 129.
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succeed by passing the point of a stilet, such as I show you (see

Fig. 130), into the hole left in its axis by the withdrawal of the

wire, and in this way carrying the tent, with one hand grasping the

stilet, whilst the fingers of the other hand guide it up to the ori-

fice of the uteras. To permit of the removal of the tent after it

has expanded, it requires to have a piece of tape tied to its base.

Pig. 130.

I ought to add that instead of using simple warm water or a

solution of gum arable, as we used to do when we began to employ

sponge-tents, the sponge, which has to be compressed, may be ad-

vantageously soaked in some disinfecting solution, because when no

such precaution has been employed, it is very likely to become fetid

during its stay in the genital canals. It has recently been proposed

that sea-tangle should be made use of instead of sponge in the for-

mation of uterine tents ; and the tangle-tent is serviceable in a

variety of cases. But for the detection and treatment of intra-uterine

polypi and fibroid tumours of the uterus, I prefer the sponge-tent,

because it expands so much more readily, and so dilates the cavity

much more rapidly. And I am most anxious to impress upon you

the importance of eff"ecting a rapid dilatation in all such cases. I

have told you that that is a marked proclivity towards inflammatory

mischief in a uterus which has become the seat of such growths, and it

readily resents any prolonged interference and irritation, such as is

apt to attend the effort to dilate it with tangle-tents. For this reason

I would advise you not only to use sponge-tents, but to hasten their

distension by the occasional injection of a tablespoonful of warm
water into the vagina. Seeing the danger that occasionally attends

the protracted irritation of the uterine tent, some surgeons have

recourse to still more rapid methods of dilatation ; and where they

have good reason to believe that a polypus or fibroid tumour is

present in the uterus, they split open the cervix on both sides with

a hysterotome or a pair of scissors, so as to gain immediate access

to the uterine cavity.

You nmst please to remember, however, that when the canal of

the cervix has been dilated in any way, it is not enough for you in

Fig. 130. Stilet used in the introduction of sponge-tents into the cenix uteri.
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making your examination to pass the finger or fingers of the right

hand per vaginam towards the interior of the uterus. A polypus

of any size would in this way be almost sure to be discovered ; but

you cannot make out its relations, and a small polypus might escape

detection altogether, unless you apply the left hand over the ab-

dominal wall above the pubes, so as to press the uterus down into

the pelvis, and bring the fundus within reach of the exploring

finger. I have said that the dilatation of the uterus is not unat-

tended with risk, and you must never subject a patient to the risks

of the sponge-tent, without availing yourself and her of the advan-

tage to be gained by a full and complete combined external and

internal examination.

Prognosis.

When you have satisfied yourself that a patient is the subject

of a true polypus of the uterus, in whatever situation, of whatever

variety, you know that you have to deal with a simple non-malig-

nant growth, which in most cases is capable of being removed

without much difficulty, and, except in the case of the larger

tumours, without any great degree of danger. If left to themselves

they may go on growing, causing great discomfort to the patient,

and draining away her life and strength through the frequent hemor-

rhages and long-continued leucorrlioeal discharges. We see nature

making an effort at their cure by the gradual narrowing and lacer-

ation of their pedicle
;
but, as I have shown you, the patient may

succumb ere the separation is complete, and therefore you require

to expedite the process and procure a speedy relief by some appro-

priate means of treatment. What our best means of treatment are,

I shall try to show you in my next lecture.

VOL. III.
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LECTURE XLVII.

ON THE TREATMENT OF POLYPI—AND ON LEUCORRHCEA.

Gentlemen—^From what I have told you of the nature and course

of Uterine Polypi, you -will readily understand that it were the merest

quackery to pretend to be able to cure a patient whom you knew to

be the subject of them by any kind of medication. The medical

management of such a case confines itself necessarily to the relief of

symptoms ; and were I to enlarge on that subject now, I should

merely repeat m.uch of what I said to you in speaking of the medical

management of fibroid tumours. Here, as there, you have to use

means to arrest hemorrhage, to relieve pain, and to raise the general

standard of health ; and all these indications are to be fulfilled by

the same means in both instances.

But the great indication to be fulfilled in all cases of uterine

polypus is the removal of the morbid growth ; and the question

before you is—How can I most rapidly and easily effect its extirpa-

tion 1 For, when you have clearly made up your mind as to the

necessity for surgical interference, you must set about the task with

the resolute determination to rid the patient as quickly and com-

pletely as possible of her troublesome and dangerous enemy. As the

nettle tenderly handled will but sting you, but when firmly grasped

is harmless, so timid trifling with uterine polypi will often bring

your patient and you to grief, whilst a bold and skilful operation

will as surely leave you the satisfaction of saving the patient's life.

Now there are several different kinds of operative procedure which

have been, and may be, employed for the removal of uterine polypi.

It may clear the way for the discussion of the diflferent plans for

extirpating the fibrous polypi, if I point out to you how we some-

times get rid of the mucous or vesicular polypi of the cervix by

1. Compression with the Sponge-tent.—You must have understood

from what I have already told you, that in a very large proportion

of cases of polypus uteri—in all those cases, in fact, in which the

polypus has not come fairly within our reach down into the vaginal
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cavity—a certain diagnosis of the case can only be made out after

dilatation of the cervix uteri. If access to the root of the mischief

be needed for satisfactory diagnosis, it is all the more necessary for

surgical treatment ; and what I wish you to understand at present

is, that in many cases where you are uncertain whether you have

to do with an intra-uterine fibroid, or a cervical mucous polypus,

you can, by the introduction of a sponge-tent, not only open up the

way for an unmistakable recognition of the true nature of the mis-

chief, but, at the same time, in the case of the soft cervical polypus,

you crush and kill the growth by means of the expanding tent, and

so rid the patient at once of her disease. You will find, jjerhaps, a

series of small mucous growths entangled in the roughnesses of the

distended sponge, after its removal ; the finger finds the cervical

canal free from any excrescences, and the uterine cavity empty ; and

the patient, who was jireviously suffering from constant leucorrhoea

and frequent discharges of blood, dries up thereafter, and soon

regains her lost health and strength. But whilst such simple treat-

ment may suffice for the cure of these small soft bodies, the dilata-

tion of the sponge-tent only opens up the way for the treatment

of the graver forms of polypus, and we require to consider by Avhat

means we can best compass their eradication.

2. Strangulation by the Ligature.—Ligatures used to be had re-

course to here and elsewhere as the standard operation, with the

view of strangulating and killing the polypus, as we do in the case

of hemorrhoids in the rectum. The ligature was applied with the

instrument known as Gooch's Canula, and in the manner described

by him in his classical work on diseases of women. The loop of

wire or whip-cord, or whatever else was used as a ligature, having

been applied round the pedicle, the ends were secured at the

extremities of the double canula, which projected from the vulva so

as to allow of the gradual daily tightening of the noose. For the

pedicle of a polypus is not like the base of a soft hemorrhoid, which

can be sufficiently compressed at the one tying of the ligature to

ensure its strangulation. It may be firm and thick, and the compress-

ing agent only could eat its way through it by slow degrees, sinking

into the tissue and causing its ulceration slowly as the noose was

tightened every four-and-twenty hours
;

till, after a period more or

less prolonged, the neck was finally cut through, and the strangu-

lated, and sometimes putrefying mass dropped off' and was removed.

Now this was at the best but a piece of rude surgery, such as no

practitioner would dream of employing in the case of a correspond-
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ing growth on any part of the surface of the body ; and besides that

it was by no means easy of performance, it was an operation that

was very far from being devoid of danger, the mortality attendant

on it being sometimes as great as two in every three of the patients

operated on. The prolonged exposure of the patient to the risks of

septic absorption from the sloughy decomposing body, has always

been a drawback sufficient in my mind to make me ready to adopt

any other plan of treatment that would avoid such danger, and the

profession generally are now agreed that any more expeditious

method is pro tanto safer.

3. Excision.—Such a method, at once more expeditious and

more easy of performance, we have in the division of the neck by a

cutting instrument. Perhaps it was the great liability of patients

affected with polypi to suffer from hemorrhage, that made surgeons

in former days dread to approach them with a knife or scissors
;

but we now know that the hemorrhage comes, to a large extent, not

from the polypus, but from the rest of the swollen, spongy mucous

membrane of the enlarged uterus ; and when the pedicle of a fibroid

polyp is cut across, the bleeding that ensues is very trifling. You
may make use of different instruments for effecting this purpose.

Some surgeons continue to use a pair of scissors for the purpose,

curved, blunt at the point, and very strong, according to the plan

adopted by Dupuytren, who first had recourse to excision of

polypi. I have here a pair of scissors such as I describe, made

according to the form employed by Dr. Dyce of Aberdeen, who has

cut out a great many polypi by means of them. Many years ago I

got another kind of instrument made, with the view of cutting

through the stalk of an intra-uterine polypus, and named it a

2whjptome (see Fig. 131). It is a blunt hook, with a sharp cutting

blade fixed in its concavity, something like Dr. Ramsbotham's hook

for the decapitation of the foetus, but on a smaller scale. After the

uterus has been dilated, you can usually pass the hook of the

polyptome without much difficulty round the neck of the tumour.

The body of the polypus being then dragged downwards with a

pair of forceps by an assistant, or, more frequently, pushed up-

wards simply by tlifi fingers of the operator's left hand, so as to

put the pedicle on the stretch, it is readily divided by making a

cutting movement backwards and forwards with the instrument.

By this means I have excised many a polypus, and the great

difficulty usually lies in the removal of the loose body from the

interior of the uterus after the division of its neck. To effect



EXCISION BY THE POLYPTOME, ETC. 725

its removal you require a pair of forceps or vulsella, wliich differ

from those commonly in use for other purposes by havhig three

prongs at each point, not too long, and strong enough

to hold Avithout tearing through the tissues. You must

have them sometimes curved, but in most cases the

straight vulsellum is preferable ; and one point that

should be observed in their construction is, that the

hinge should be placed much nearer the handle

than in ordinary toothed forceps. I have, moreover,

found it convenient to have them made with a loose

joint, so that the two blades can be introduced sepa-

rately into the cavity of the uterus ; and after they

have been applied to the several sides of the tumour,

they can be locked like the two blades of your mid-

wifery forceps. Instead of commencing the division

of the neck at its farthest point, and using the jwlyp-

tome, some surgeons prefer to attack it at its nearest

point with a bistoury, taking care to have it blunt up

to the point, or guarded at the edges, so that they may
run no risk of cutting any part of the uterus, or any

structure other than the neck of the polypus. The guil-

lotine, or tonsillotome, which is, in my experience, so far

to be preferred to the knife and forceps for the removal

of enlarged tonsils in young people, has sometimes been

employed for tlie excision of polypi. It serves well

enough where the growth is easilj^ accessible, but is too complicated

to be of use in the intra-uterine variety. However effected, excision

of a uterine polyj^us is one of the most satisfactory operations in

surgery. There may be a little bleeding at the moment : should it

threaten to be extreme in any case, you can always control it with

perchloride of iron in glycerine, or with powdered persulphate of

iron. But it is in most instances very, very slight ; not so much

blood, perhaps, is lost during the half-hour after the operation, as

the patient had lost during any half-hour of her preceding men-

strual period, and the protracted frequent hemorrhages cease from

that very day.

4. Bloodless Amputation hy Ecraseur or Galvano-cautcr.— I have

just said that in general you may have recourse to the excision of

uterine polypi by means of sharp cutting instruments, without appre-

131.

Fig. 131. The polyptome.

the cutting part of the hook.

The small figure to the left represents a section of
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hencling any danger from hemorrhage subsequently to the operation.

But I had in view, in thus speaking, the so frequent fibroid variety,

which, as I stated to you, are not in their whole substance vascular,

but only in their mucous covering. The case is somewhat dilferent

with the purely mucous or canaliculated variety, in regard to which I

must warn j^ou against the danger of supposing that, because it is

hanging from the cervix by a narrow pedicle, you may cut or snip

that pedicle across without the slightest risk. It looks temjjtingly

easy, and the operation can be very quickly done. But you may
lay your account in such a case with a degree of hemorrhage that

may be very alarming, and that will require the prompt application

of perchloride or persulphate of iron, or even firm plugging of the

vagina. It is better to divide such a pedicle with the chain of the

ecraseur, or with the galvano-caustic wire, so as to crush or cauterise

the vessels that so freely bleed in it when they are severed with a

cutting instrument. The 6craseur is of use also in some of the cases

of intra-uterine growths that lie on the border-land between the sub-

mucous fibroids and the perfectly pediculated polypi. In such a case

the base of the polypus may be too broad to be easily divided with

a cutting instrument ; or there is such an extent of vascular mucous

membrane requiring to be divided, that the cutting operation might

give rise to an awkward amount of hemorrhage. Such a tumour I

show you here, removed the other day from a lady whom I saw

along with Dr. Menzies. It is of more than the size of a goose's

egg, and was still partially imbedded in the uterine walls, to which

it was attached by a flattened surface on one of its sides. The

patient was reduced to the last degree of anasmia by the great losses

of blood to which it had given rise, and looked as if she would soon

have sunk under a heavy gush
;

so, instead of trying to cut the

mucous membrane round all the tumour with a polyptome or other-

wise, I encircled it with the chain of the 6craseur, and thus effected

its removal almost without the loss of any blood at all. In this case

I used the chain-ecraseur of Chassaignac, because the tumour lay

along the back wall of the uterus, and admitted of its easy applica-

tion. But in other cases I have found it better to use an Ecraseur

with a flexible wire or Avire-rope, which can be passed more easily

around the polypus, and which, when drawn tight with a screw, cuts

its way readily through the ijedicle. Dr. Aveling has invented an

instrument which works somewhat on the principle of a lithotrite.

The hooked portion, resembling the hook of the polyptome, having

encircled the neck, a strong thick blade is forced down into its con-
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cavity by a screw acting at the handle, so as partly to cut and

partly to crush through the neck on its way. It is admirably

adapted for the pui-pose, and will greatly facilitate the safe and

speedy removal of many polypi.

5. Torsion.-—In speaking to you of fibroids of the uterus, I told

you how easily they could often be shelled out of their capsule, and

I would now add that if you seize an intra-uterine polypus with a

j^air of forceps such as I have described to you, you can, by twisting

it round and round steadily in one direction, and at the same time

dragging it downwards, frequently enough tear it away from its

attachment to the uterus without any risk. A polypus such as I show

you (see Fig. 124) can be removed in this Avay, if, after dilatation of

the cervix, the growth be firmly grasped with a strong vulsellum,

and twisted out of its seat in the uterine walls. Torsion may be

applied also with success to some of the inucous and vesicular j^olypi

of the cervix. Grasp the neck, or, if the polyp be very small, grasp

the entire body, in the bite of a pair of long dressing-forceps, the

handles of which are fixed with a catch, and a few turns of the

wrist will suffice to strangle and separate it.

6. Scraping.—In the slighter cases it is not even necessary to use

the forceps. They can sometimes be scraped oft' with the finger-nail,

or with a curette or gouge, as proposed by Sir Charles Locock.

Where there is a group of small warty excrescences in the canal of

the cervix, which have not been crushed together during its expan-

sion by the sponge-tent, the curette is the instrument that will serve

you in best stead for their removal.

7. Cauterisation.—The actual cautery was at one time employed

largely in the treatment of uterine disease by French surgeons, and

small polypi of the cervix were frequently got rid of by this means.

I have used the red-hot galvano-caustic wire in this way a few times

with success ; but it does not seem to me to off'er any advantage

over the simpler ablations with the torsion forceps or curette ; and

if, after twisting or scraping off" the polypus, you still feel some

doubt that all has not been completely removed, or that there is a

fresh crop ready to spring up in its place, you may apply some

caustic to its root. A stick of nitrate of silver will usually suflice
;

but in some cases, more particularly where the cervix has become

thickened and indurated, you will prefer to use potassa fusa. You

can apply it with all safety through a tulnilar speculum, if only you

be careful to neutralise the excess of alkali by the copious use of

acetic acid in the form of wood vinegar. It has the good eff"ect of
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not only destroying the existing polypi, but of producing at the

same time a sloughing of the mucous membrane which deprives it

of its tendency to reproduce others.

ON LEUCOREHCEA.

The discharges due to the irritation of the uterine mucous

membrane from the presence of the polypus usually dry up soon

after the removal of the morbid growth ; but as they sometimes

continue to be troublesome for a few weeks afterwards, and as you

must have observed that I have frequently had occasion to call your

attention to the occurrence of Leucorrhoea as a symptom which is

present in various morbid conditions of the uterus, perhaps you

will allow me to take this opportunity of making a few observations

on the conditions under which it arises, and the means by Avhich it

should be counteracted.

The quantity of mucus found on the surface of the lining

membrane of the genital canals in ordinary circumstances is ex-

tremely small, sufficing simply to keep the passages moist and

lubricated, without affording any excess to make its escape ex-

ternally. But in a great variety of the morbid affections of the

uterus, this mucous secretion becomes increased in quantity and

altered in its quality, and it is thus one of the most frequent

of the functional symptoms of many different diseases. It

sometimes is present, however, where the pathological condition

which first gave rise to it has in a great degree subsided, and all

that the patient now complains of is the constant discharge of

" the whites," as it is popularly designated. So constantly is this

the case, that it becomes a matter of great practical importance for

you to be prepared to understand the conditions under which it

may arise, and may call for your special care and treatment.

Pathological Nature and Anatomical Seat.

A pale white discharge sometimes takes the place, in girls of a

delicate constitution, of the ordinaiy sanguineous discharge of healthy

menstruation. The blood may be defective in quality or deficient

in quantity to supply the usual flow ; or there may be such in-

sensibility of the nervous system as will prevent the generative

system from responding to the degree of stimulation which usually

accompanies the monthly ovulation. But there is some degree of
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excitement present—a certain amount of the menstrual molimen,

and it manifests itself by the occurrence of a j^ale discharge, which

may be only very faintly tinged with blood. The term Leucorrhoea,

or Fluor Albus, is used, however, to designate the white discharge

which occurs in the inter-menstrual period in the case of women
who may have their catamenial flow of blood going on quite regu-

larly, or even excessively. It may be present only immediately be-

fore or after a montlily j^eriod, or in the more marked cases, where

it takes rank as a disease requiring special treatment, it may con-

tinue throughout the weeks when menstruation is in al^eyance. It

varies greatly in amount, being so small in some instances as merely

suffices to produce a slight stain on the patient's linen
;

M'hilst, in

other instances, it may be so profuse at times as to compel her to

wear such a cloth as she wears when menstruating. Most frequently

it has the appearance of a milky fluid ; sometimes it is more thick

and creamy. In either case it is found, when examined under the

microscope, to contain vast numbers of epithelial cells in j^rocess of

degeneration, many of them crowded with molecules and granules,

and the walls of others already breaking down, adding their con-

tents to the multitudinous particles which float in the liquid, and

give it its milky aspect.

. Again, the discharge may have a more transparent albuminous

aspect, particularly when we can see it escaping from the os uteri

through the speculum, where we often find it having an appearance

closely resembling the white of an egg, and presenting under the

microscope a large proportion of mucous fluid and fewer epithelial

cells. In this case it feels more tough and gelatinous, and is more

likely to stiffen the patient's linen like starch.

In yet other cases, the discharge has a yellowish or greenish tint,

like the contents of an abscess, and then it is found to be rich not

only in broken-down epithelial cells, but in pus-corpuscles.

When we come to examine a patient with the view of ascertain-

ing the source of these leucorrhceal discharges, we find that they may
proceed from different parts of the genital canals.

1. From the Vulva.—On separating the labia majora pudendi,

we may see that the matter is secreted on the mucous membrane

lining their inner surface, and is due to some of the forms of vul-

vitis which I have already had occasion to describe to you (see p.

290).

2. From the Vagina.—Much more frequently the fluid is seen

coming through the rima vulvae ; and on examining the vaginal
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canal through the speculum, we find it due to some form of irritation

or inflammation of the vaginal wall.

3. From the Uterus.—^When we fail to discover the origin of the

leucorrhoea in the vagina, we have to seek for it next in the uterus

itself; and on its projecting vaginal portion we shall frequently

trace its source ; but we are, perhaps, more likely to see that it is a

jjroduct of some part of the interior of the uterus. We see the

fluid escaping from the os uteri, and it may then be due to some

morbid change going on— 1st, in the canal of the cervix; or, 2d,

but not so commonly, in the cavity of the uterus ; or even, 3d, ac-

cording to some gynecologists, it may have its origin in the Kning

membrane of the Fallopian tubes.

In whatever part of the genital passages it may be localised, it

may originate from diff'erent causes. Inflammation of the mucous

membrane in any part of the generative tract will be attended with

an increase in the quantity of the mucus which normally lies

there and lubricates the passages ; and after the acute stage of the

inflammatory attack has passed, the excess of secretion continues,

and keeps up the leucorrhoea. Where inflammatory changes have

occurred, leading to the various forms of ulceration, you will under-

stand that the sore surface will yield a discharge ; and the same is

seen in the slighter abrasions and erosions which so frequently are

found in and around the orifice of the uterus. On examining the

vagina in cases of leucorrhoea, you will sometimes find, further, that

it is due to some kind of eruption spreading over the vaginal wall,

or seated in the vaginal portion of the cervix uteri. There is a

class of patients whom one frequently meets with in practice, who
are too often set down as mere hypochondriacs, because there may
be no distinctly discoverable disease of any of the more important

organs. But their disease is very real to them, and keeps them in

a state of continued ill-health, which unfits them for carrying out their

usual avocations, and is attended with great depression of spirits,

general languor, and impairment of the nervous and mental activity.

On inquiring into the history of such a case, you will frequently find

that she is subject to dyspepsia, and that the bowels are irregular

in their action—constipation being their most common condition,

but the constipation occasionally interrupted by a slight diarrhoea,

when shreds of mucus, sometimes in the form of fragmentary

casts of the intestinal canal, are passed, whilst a feeling of rawness

or discomfort is experienced in various parts of the abdomen. On
examination of accessible parts of the mucous canals in such patients.
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as in the mouth and fauces, or Avithin the anus by means of a

specuhun, you may see vesicular or papular eruptions of greater

or less extent, which are j^robably indicative of the occurrence of

similar eruptions going on throughout the intestinal tract. Now
such patients are extremely liable to suffer from leucorrhoea ; and

when we examine them with a speculum in a good light, similar

eruptions to those occurring in the intestinal mucous membrane

are found in the mucous membrane of the generative canal. In

other cases, however, there is no distinct degree of inflammation

or special form of ulceration ; but the whole mucous membrane is

swollen and vascular, and throws out an excessive amount of secretion,

because it is in a state of chronic catarrh. It may even be found

to be more relaxed and pale, and the leucorrhoea is due to a want

of tone in a constitution which is debilitated throughout, as you

may see in patients who are the subjects of phthisis or other wasting

diseases, or in whom the system is worn down in consequence of

mal-nutrition or undue waste from various excesses.

For whilst you have leucorrhoea depending on the various local

morbid conditions to which I have referred, you may also have this

constitutional variety where the discharge from the genital mucous

membrane may have been set up originally in connection with some

local mischief, but remains after the local disease is remedied ; or

where, without the occurrence of any noticeable local change, leucor-

rhoia sets in, and is kept up in women whose blood is poor, and in

whom all the tissues are soft and relaxed.

Symptoms and Diagnosis.

1. General Constitutional Sym.ptoms.— However it may have

originated, when the leucorrhrea is allowed to go on unchecked, it

ultimately exerts a deleterious influence upon the system. The

constant drain is in itself a source of Aveakness, and it sooner or

later becomes attended with a degree of dyspepsia Avhich interferes

Avith the nutrition of the patient, Avho becomes debilitated, pale,

languid, and disinclined for any exertion.

2. Local Symptoms.—There may be no pain present, except where

the discharge is symptomatic of some inflammatory process; but there

is a feeling of weight and uneasiness in the pelvis, especially vdien

it is caused by catarrh in the body or cervix uteri. In such cases

there is apt to be dysuria; and where the discharee becomes
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irritating, there may be a sense of excoriation of the vulva, or some

degree of pruritus.

The diagnosis of the different varieties of leucorrlioea will be

made out to some extent by the examination of the characters of

the discharge. When it arises in the vagina, it is usually white

and milky, is acid in reaction, and contains quantities of the scaly

epithelial cells with which the vaginal mucous membrane is

invested. A discharge that has its origin within the canal of the

cervix, or in the body of the uterus, though it may be modified in

the vagina, is usually more clear and glairy, of alkaline reaction,

and presents under the microscope some of the ciliated cylindrical

cells characteristic of the intra-uterine mucous membrane. The

full diagnosis cannot be made, however, without having recourse to

the use of the speculum, through wliich we can investigate the

condition of the vaginal Avails, and note their degree of congestion

or tumidity, or detect the presence of eruptive patches. Or we

may find it due to some kind of eruption, abrasion, ulceration, or

hypertrophic inflammation of the vaginal portion of the cervix uteri
;

or we may see that the lips of the os uteri are swollen and everted,

and the pouting mucous membrane of the cervical canal is highly

injected, and perhaps has the surface abraded, indicating the

existence of catarrh within the cavity.

Differential Diagnosis.

You -will require carefully to distinguish a simple leucoiThoeal

discharge from the discharge arising from some varieties of uterine

disease, lest you waste your time in employing the measures useful

for the cure of leucorrhoea in cases of more formidable character,

where they will be of no avail. You must be on your guard, for

instance, against mistaking for the ordinary " whites " the discharge

attendant on carcinoma uteri. The peculiar persistent foetor of the

carcinomatous discharge, its acridity, or its occasional discoloration

from admixture with blood, will usually keep you from falling into

error.

The discharge attendant on uterine polypi, as it is often of

the same nature as simple leucorrhoeal discharge, and dependent, to

some extent, like it, on irritation of the uterine mucous membrane,

may more readily be misunderstood. But the discharge associated

with polypi is likely to be mixed with pus, and sometimes with

blood-globules ; and if you will only remember never to be satisfied
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as to the real nature of any uterine disorder without instituting a

local examination, you will be able in most cases to make a correct

differential diagnosis.

The discharge of a pelvic abscess will be so distinctly purulent,

that you would only be likely to confound it with a leucorrhrea

arising from a cervical ulcer, from which the speculum would enable

you to distinguish it.

Discharges due to a specific infection may be undistinguisliable

from simple leucorrhoea, except from the ascertaining of their origin,

and perhaps from finding the urinary canal simultaneously affected.

And lastly, a careful inquiry into the history of the case, con-

joined with a physical examination, will prevent you from regarding

as leucorrhoeal the hydrorrhoea gravidarum, and the lochial and

other discharges incidental to the pregnant and puerperal state.

Treatment.

Your management of the case will vary according as you have

to do with it in an acute or chronic form.

A. When Acute.—The acute variety of leucorrhcea is dependent

on catarrh, congestion, or actual inflammation, setting in in the

genital passages, and is to be met by the use of the milder anti-

phlogistics. Warm baths, hot fomentations, and sedative injections,

combined with opiates and diaphoretics internally, while the patient

is kept completely at rest, will generally serve to arrest its course.

To attempt to restrain it by astringents at this stage would be

extremely dangerous, and would probably only have the effect of

causing the inflammatory action to extend to the uterine append-

ages. On the other hand, you must beware of continuing to use

depressing measures, and to make relaxing applications for too

great a length of time. For where a discharge of this kind is set

agoing in the generative organs, it is only too apt to become

persistent ; and ere long you must be prepared to have recourse to

the treatment appropriate to it

B. When Chronic.—The patient may first come to consult you

after the discharge has been long established, or the acute may be

passing over into the chronic form. In either case you will find

that you will make little progress towards cure unless you use

means

1. To restore and promote the General Health.—Whilst there can

be no doubt that the discharge has a tendency in itself to bring
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about a state of general ill-health, it can as little be questioned that

the local mischief is kept up by the continued debility ; and you

find the first step towards recovery taking place when, under the

administration of various tonics, the digestive and assimilative

powers of the patient are improved, and her blood becomes invigo-

rated. For this purpose you may prescribe quinine, bibeerine, or

some bitter tincture or infusion ; but you will never succeed far

without having recourse to the use of some of the mineral tonics,

and, above all, to the use of iron. Parrish's phosphatic syrup suits

excellently well, and the aluminate of iron is believed by many to

be especially useful in such cases.

2. Use of Specifics.—Besides administering the usual tonics, prac-

titioners have frequently sought to hasten the cure of leucorrhoea

by the use of medicines which are known to have a specific efi'ect

in the checking of discharges from mucous canals. Cubebs, copaiba,

benzoin, capsicum, and ergot, have all been employed with this

view, and their advantages have all been advocated by various

writers. I have tried them, without obtaining any very decided or

constant result. But I have frequently found that when I had to

do with leucorrhoea in women who were the subjects of intestinal

pellicular eruptions, the leucorrhoea first began to subside when

means were used which have a marked influence on eruptions in

other i^arts of the body. The use of tar in the form of tar-capsules,

administered to an amount sufiicient to produce a rash on some

part of the cutaneous surface, often does good in this way ; and

their administration may be advantageously succeeded by the pro-

longed use of small doses of arsenic. The arsenic may be given in

combination with the iron, or other tonic which you have chosen

to prescribe ; and if its use be patiently and steadily persevered in,

you will often find that vaginal and cervical eruptions disappear,

and discharges dry up, where the previous employment of local

measures alone had failed to yield a satisfactory result.

3. Treat locally the Local Affection.—In the greater proportion

of cases, however, you fail to check the leucorrhoea until you have

recourse to various local applications. In the milder cases, you may

order the patient to make use of some astringent injection, making

her be careful to use a vaginal tube which will carry the fluid up

to the cervix uteri, so that the whole canal may be washed by it.

A decoction of oak-bark, or other solution of tannin, is one of the

commonest and best of vaginal injections in leucorrhoea. Or you

may prescribe alum, or better still the aluminate of iron ; and it is
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usually desirable to have the canal washed out with tepid water

before administering the medicated douche. The use of a cold

douche itself is often all that is needed, and, especially in the case

of young unmarried women, the employment of a cold sitz-bath

every morning is preferable to the vaginal injection, and is frequently

successful in checking the morbid discharge. Patients who have

difficulty in making due use of injections should be asked to apply

the astringent in the form of pessaries made with gelatine. But in

other cases, where you have the leucorrhoea arising from abrasions

and ulcerations of the cervix uteri, you require to have recourse to

the use of the various means appropriate for their cure, and of these

I propose to speak to you in my next lecture.



736 CHRONIC METRITIS

LECTURE XLVIII.

ON CHRONIC METRITIS.

Gentlemen— I purpose to direct your attention to-day to the

changes which occur in the uterus when it becomes the seat of

inflammation in its chronic forms ; and in doing so I shall treat of

it first as it afl"ects the body and fundus of the uterus, and after-

wards as it affects the cervix uteri.

A. Of the Fundus an© Body of the Uterus.

When inflammation is set up in the upper segment of the uterus,

it seldom, probably never, affects one of the layers of the uterine

walls singly ; but it may be foimd originating and producing its

most marked effects in one of these layers at a time in preference to

the others, and we thus get three varieties of chronic metritis,

according as it is seated in the peritoneal covering of the uterus,

in its lining mucous membrane, or in the thickness of its walls.

1. Perimetritis.—I have already spoken of acute inflammation of

the serous covering of the uterus when speaking of pelvic peritonitis.

When the acute stage has long passed, we find the results of it in

adhesions which have formed between the uterus and the neigh-

bouring pelvic organs, glueing it to the rectum, bladder, or sides of

the pelvis, and giving it a tendency to become displaced, or present-

ing an obstacle to. the restoration of the organ when dislocated.

2. Endometritis.—Inflammation of the lining membrane is, how-

ever, an affection of more frequent occurrence ; at least, it comes

before us much more frequently as a separate disease requiring our

special treatment. It is usually associated with inflammation occur-

ring in the canal of the cervix, for it is comparatively rare to find

endometritis going on for any length of time without the mucous

membrane lining the Jervix participating in the mischief, which may

extend to the vaginal canal as well. Or, conversely, inflammation

beginning at the lower extremity of the genital tract, is likely to

spread upwards and invade the higher cavities. In the body and

fundus of the uterus it leads to various changes. The mucous
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membrane becomes swollen, and spongy, and vascular, and its

tuliules furnish a copious supply of mucus, -which escapes in the

form of a clear, glairy, starchy-looking fluid during the whole

inter-menstrual period. The catamenia are apt to be profuse, in

consequence of the free escape of blood from the engorged mem-
brane. The casts which are thrown off in the membranous variety

of dysmenorrhuja were at one time regarded as the direct results of

inflammation in the mucous membrane, leading to plastic exudations

resembling those of croup and diphtheria in the respiratory pass-

ages ; and though we now more correctly refer these to exfoliations,

more or less deep, of a layer of the uterine mucous membrane, yet

chronic endometritis is apt to give rise to dysmenorrhcea for two dis-

tinct reasons. For, first, the tissues, which are the seat of a chronic

and almost painless inflammatory process, get into a temporary state

of acute and more painful inflammation under the stimulus of ovula-

tion
;
and, secondly, the congested membrane may pour out blood

so profusely, that it does not readily all escape through the cervix,

and the expulsion of the clots that form within the cavity is at-

tended with painful spasmodic contractions of the walls of the

uterus. In cases where endometritis has existed for a great length

of time, the discharge may become purulent, in consequence of

actual ulceration occurring on some part of the afl'ected surface
;

and from the broken surface blood is apt to escape from time to

time in the form of metrorrhagia, or perhaps only in sufficient

ciuantity slightly to tinge the muco-purulent discharge.

3. rarenchymatous Metritis.—When inflammation attacks the

uterus either in its serous covering or its mucous lining, it usually

also invades to some extent the substance of its walls. Endometritis,

more especially, is likely to be attended with inflammatory changes

in the thickness of the uterine parietes. But in other cases the

morbid process originates in the parenchyma of the uterus itself,

and holds that as its principal seat. When occurring there it leads

to thickening and induration of the walls of the uterus, which are

likely to be aggravated at each menstrual period, and give rise to a

painful and persistent form of uterine hypertrophy.

Symptoms.

1. General Constitutional Symptoms.—Patients who are the sub-

jects of chronic metritis, whether the inflammation affect the outer,

middle, or internal coat, may present all the various constitutional dis-

turbances with which you are already familiar as the concomitants

VOL. III. 3 B
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of uterine disease. You may even have an extensive group of the

minor functional disorders characteristic of pregnancy, all well

marked in a patient, in whom the only local change consists of an

inflammatory action in the walls of the uterus. I will not stop to

enumerate these, but would ask you to note more particularly the

2. F'lmdioncd Distv/rbances' of the Uterus.—The functions of the

uterus may be interfered with in various respects. First of all, men-

struation may become disordered, and usually in the direction of an

increase in the amount of the catamenial discharge. This is more

likely to be observed in the cases where the mucous membrane and

the middle coat of the uterus are the chief seats of the mischief,

than in those cases where the serous covering is affected. In the

jserimetritic variety we may be even more liable to have a tendency

to amenorrho3a ; but in the other varieties you can readily under-

stand how the increased vascularity of the walls of the uterus, and

especially of its thickened and enlarged mucous membrane, will give

a proclivity to menorrhagic discharges. Where the endometritis is

very marked, and the membrane has become very soft and spongy, the

patient may even become liable to metrorrhagia in the intervals

between the menstrual periods.

Then, secondly, the increased activity in the uterine tubules leads

to an increased secretion of mucus, and the disease never exists long'

in the endometritic form without indicating its presence by a per-

sistent leucorrhoea. This symptom may be absent where the inflam-

mation affects principally the perimetrium, or the middle wall of the

uterus ; but where you have chronic catarrh of the uterus, there is

always present a discharge of clear, albumen-like fluid, and if the in-

flammation be of long standing, or of a severe type, the discharge

may become more or less purely purulent.

The reproductive function of the uterus is likely, in the third

place, to be impaired. The patient will proljably not conceive so

readily, and where conception does occur, she is liable to be subject

to an abortion in the early months of pregnancy. Or, again, if she

escape this danger it may be found that, owing to the expansion of

the cavity of the hypertrophied uterus, the ovum has not been

caught in the folds of the mucous membrane as high up as usual in

the fundus or body of the uterus, but has slipped down, to gain an

attachment only at the lower segment, so that a placental presenta-

tion has resulted. The inflammatory changes in the muscular wall

may, moreover, have the eff"ect of hindering the perfect develop-

ment of the muscular fibres, so that the power of the uterine con-
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tractions will be lessened during parturition ; or such softening may

occur in the tissues that they give way, and the labour becomes

complicated with rupture of the uterus.

Let me only add, fotirthly, that as in inflammations of other organs,

so in the uterus we find that the patient suffers from pain in the

affected part. After tlie hot throbbing pain of acute inflammation

has long passed, a degree of tenderness remains, which may not be

very distressing when the organ is kept at rest, but of which the

patient is reminded by every movement of the part, and which

becomes aggravated at the monthly periods, when she often sufl'ers

from a severe degree of dysmenorrhoea.

3. Disturbance of Neighbouring Organs.—Wherever the metritis

has led to some degree of uterine hypertrophy, the enlarged organ

will press upon the bladder and rectum, and the due performance

of their functions will be, in a correspondiog degree, impaired.

But, as in all other diseases of the generative organs, you can only

form a presumptive diagnosis by judging from the functional symp-

toms. To recognise metritis with anything like certainty, you must

not only take into account the history of the case and the func-

tional symptoms, you must also have recourse to

Physical Diagnosis.

By external palpation you may ascertain that there is tender-

ness on pressure in the uterine region. By internal examination

you may recognise this same tenderness, and find at the same time

that the uterus has a feeling of unusual weight. But it is only on

careful combined internal and external examination that you are

able to estimate the exact size of the uterus, and its fixity or free-

dom of motion. The speculum will be of service in the way of

determining the source of the leucorrhceal discharge in contrast to

vaginal discharges, and it may show the vascular eiigorgement of

the organ ; but whilst, in the diagnosis of the various inflamma

tions of the cervix uteri, the speculum aff'ords invaluable aid in the

-case of inflammations in the body and fundus, it is mainly useful

for facilitating the treatment. The uterine sound must be used

with the utmost caution in all cases of metritis, for the rash and

forcible introduction of it would be likely to set up active mischief,

but if employed with due caution it sometimes, in such cases, gives

important information as to the size of the uterine cavity, and the

condition of the internal surface.
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Treatment.

A. Medical.—In combating inflammation in tlie uterus, j'ou will

require to have recourse to the various measures which I have

described to you as being useful in inflammation of the uterine

appendages (see Lecture VI.) In chronic metritis, the stage when

active antiphlogistics are required has passed, but mercurials and deob-

struent salts, administered through the stomach, or applied locally,

are still of use. Sedatives must be prescribed for the relief of the

pain ; and various vegetable or mineral tonics must be employed

to invigorate the general health. The warm mineral springs of

Ems, Kreuznach, and various other Spas, are in great repute because

of their power of reducing the engorgement of the uterus which

results from chronic metritis. But there are many cases where no

kind of medical treatment, local or general, has any marked effect in

reducing the inflammation, and you must have recourse to some

means of treatment which are more strictly

B. Surijkal.— It is in cases of endometritis, more esi^ecially,

that you require to make applications to the interior of the uterus.

No surgeon who had the management of a case of chronic in-

flammation of any part of the skin, or any part of the mouth or

fauces, leading to eruptions or ulcerations or catarrh, would con-

tent himself with merely seeking to act on the system, when he

knew that by the application of some caustic, he could stimulate

the afl"ected part more speedily to a healthy action ; and we are

not unfrequently compelled to treat obstinate and otherwise incur-

able inflammations in the interior of the uterus, by the same local

means that we would employ in combating inflammations elsewhere.

1. Introduction of Solids into the Cavity of the Uterus.—We may

apply caustic to the interior of the uterus by means of the uterine

porte-caustique (see page G36), or by means of a sound, the point

of which has been dipjied in fused lunar caustic. Where the cervical

canal is patulous enough, I frequently introduce a small solid piece

of nitrate of silver into the interior of the uterus by an instru-

ment resembling a catheter, which has the opening at its point, an^

through which the caustic can be pushed by means of a stilet. If

there be a knob on the end of the stilet to make it fit and fill the

tube of the catheter, powdered astringents, such as the persulphate

of iron, may be used in the menorrhagic cases as a substitute for

the lunar caustic.

2. Astringent Injections.-—Or astringents and alteratives may be
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applied in tlie form of solutions injected into the uterus through a

catheter. But the proceeding is attended with pain, and frequently

with great risk, especially where the os is not sufficiently patulous

to allow of the free reflux of the liquid. I therefore prefer to have

recourse to a preliminary dilatation by means of the

3. Sponge-Tent.—When the canal of the cervix has been opened

through the dilatation of the sponge, you can more safely inject

the perchloride of iron, or whatever other astringent you choose to

employ. You may safely use the tent in cases where the disease has

become fairly chronic, and where your other measures fail to set up

the i)rocess of absorption in the engorged and indurated tissues.

Where the inflammation has affected mainly the lining membrane,

leading to its permanent thickening, it may sometimes be desirable

to scrape off portions of it with Recamier's curette, but usually a

solid piece of nitrate of silver introduced, and left in the cavity of

the uterus, brings about a healthier action in the morbidly affected

membrane • and such a piece of caustic can be safely and easily

introduced when the canal has been opened up by the sponge-tent.

B. Of the Cervix Uteri.

More frequently than in the Ijody and fundus of the uterus, in-

flammation occurs in the cervix ; and probably there is no uterine

ailment that you will be called on more frequently to treat when'

you come to practice than inflammation of this region in one or

other of its varied forms. For you will find that there are several

distinct

Types of Cervicitis.

1. Catarrhiil.—In the simplest variety the mucous membrane

lining the canal of the cervix is swollen and congested, leading

often to a slight degree of eversion of the lips of the os, and pour-

ing out a pretty constant and copious supply of clear mucus, so

that it comes to be one of the commonest sources of leucorrha;a.

2. Eruptive.—Not infrequently, when you examine the uterus

by means of the speculum, you see that it has become the seat of

some kind of eruption. The catarrhal variety of inflammation

aff'ects mainly the membrane lining the canal, and only rarely

passes over the margin of the os to invade the external aspect of

the vaginal portion. The eruptions that are found on the cervix,

on the other hand, are found clustering round the orifice, very

closely it may be, but very seldom passing into its interior. You



Y42 CHRONIC METRITIS.

may find almost any kind of eruption appearing here. I have

seen tlie cervix the seat of an erythematous rash. Vesicular erup-

tions are not very uncommon in the form of patches of eczema,

aphthous spots, or of herpes. Herpetic eruptions are of very

frequent occurrence at the pudenda, where the skin and mucous

membrane are continuous as at the lips ; and here, again, where

there is a transition from one kind of mucous membrane to

another—from the scaly epithelium of the vagina and vaginal

portion to the cylindrical epithelium of the cervical canal— this

kind of eruption assumes a habitat, and apjaears as a herpes

uterinus. Pustular eruptions occasionally occur in the form of

spots of acne, solitary or in groups ; sometimes co-existing with

some otlier inflammatory changes ; at other times being themselves

the only detectable disease. Let me add, lastly, that pajjular

eruptions, such as lichen or prurigo, are sometimes present, either

as an independent afi^ection, or complicating some chronic disease

in the genital canals. Where these varieties of eruption are found

on the vaginal aspect of the cervix, they are very frequently to be

found also on the walls of the vagina, just as catarrh of the cervix

is frequently associated with the same affection in the cavity of the

body and fundus of the uterus.

3. Ulcerative.—In a large proportion of cases the morbid change

in the cervix is seen to be due to what is often enough called an

ulcer of the womb. Many of these so-called " ulcers," however, are

nothing more than slight abrasions or erosions around the os

externum. The epithelial surface has become abraded to a greater

or less extent, leaving a red vascular surface, lubricated with clear

mucus. In other cases the raw surface is studded over with a

multitude of granulations ; and this granular inflammation is one of

the commonest types of cervicitis you will ever meet with. The

lips of the uterine orifice are seen to be more or less swollen, red,

and roughened on the surface, with a strawberry-like aspect, and

the opening is unusually patulous. The gi-anulations may be

limited to a small circle around the os ; l)ut though the abrasions

I have just referred to are frequently limited to such a confined

area, the granulations commonly spread themselves over a larger

surface of the vaginal portion, and can sometimes be seen passing

upwards into the interior of the cervical canal. These abrasions

and granulations are apparently, in some cases, the sequelae of

herpetic or other eruptions ; but tlieir origin is not always easy to

trace, for they have often existed long before the patient has
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applied for advice, and such a great variety of morl)ific intinences

seem to result in the establishment of these low types of inflam-

mation, that they ai'c, as I have said, among the most constant

affections of the uterus. In rarer instances, Ave find the sore in

the form of rodent, venereal, or other varieties of true ulcers.

4. Hiipertrophic.—Corresponding to the parenchymatous variety

of inflammation in the body and fundus of the uterus, you will

sometimes meet with cases of inflammation in the cervix which

leads not so mucli to changes on its surface, or in its lining

membrane, as in the muscular and connective tissue of its walls.

You will find this in two distinct classes. In the first, the chronic

inflammatory changes lead to a simple thickening and enlargement

of the walls of the cervical joortion, mainly, in all probability, from

a hyperplasy in its connective-tissue elements. In such a case, the

oi'gan presents an increase in size, ljut retains its normal consist-

ence, or may feel somewhat softer and more lax than the healthy

cervix. In the second class, the cervix is not only enlarged, but

at the same time the tissues become condensed and indurated, and

have a feeling hard and inelastic as that of a scirrhous growth ; and

as there are apt to be some irregularities on the surface—some

indentations, more particularly at the margins of the os— this

hypertrophic form of inflammation with induration is very apt to

])e mistaken for a hard cancer. But in this case the induration is

confined to the vaginal portion of the uterus, which projects, freely

movable, into the fornix vaginte.

There are no more frecjuent affections of the female organs than

these various inflammations in the cervix uteri, for they are matters

of every-day occurrence ; and I mast now ask your attention to the

symptoms which they produce, and the means by which they are to

be recognised.

Symptoms.

J. As with other uterine diseases, so here there is a train of

constitutional disturbances set up, which may lead the patient to

consult a practitioner, but which are not of themselves sufficient to

indicate the nature of her ailment.

B. Nor are the local functional disturbances of sufficient value

to do more than direct the medical attendant to the uterus as the

seat of the mischief.

1. Fainfid or Profuse Menstruation.—Among the local functional

disorders we note first the disturbance of menstruation, which usually
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goes in the direction of menorrhagia or dysmenorrhoea. Tlie

catamenial flow may be natural, or may be even diminished in

quantity, and may pass painlessly away ; but in the greater number

of cases the discharge is rather free, sometimes jirofuse, and very

frequently its escape is attended with pain.

2. Leucorrlmal Discharges are present to a greater or less extent

in all these cases. Where there is an actual excoriation or ulcera-

tion, the discharge is purulent or muco-purulent, otherwise it is

clearer and albuminoid in its aspect. More frequently than any

other symptom, it is the leucorrhoea which compels the patient to

seek your aid.

3. Local and Reflex Pains in other cases prove the source of

greatest distress. The patient experiences an uneasiness which is

aggravated by all exertion, and which amounts sometimes to actual

suffering in the uterus itself ; or she suffers from a dysuria which

you vainly try to relieve by all the sedatives in the pharmacopoeia,

but which' disappears at once when you address your treatment to

the cure of a granulating sore on the cervix ; or the pain may be

experienced in some of the other favourite seats of neuralgia, which

owns as its originating cause a uterine disease, as in the spine or

under the mamma, or, most frequently of all, over the sacrum.

Diagnosis.

I might add that there is often enough impairment of the re-

productive powers ; but none of the symptoms, nor all of them in

combination, enable you to decide as to the nature of the malady.

To make a correct diagnosis you have recourse to a physical exami-

nation, and here, more than in any other kind of uterine disease,

you will learn to appreciate the value of the speculum. The finger

which has been educated to recognise the sensation imparted to it

by the cervix uteri in its various morbid deviations, will often be

able to detect quite certainly many of the forms of ulceration and

inflammatory hypertrophy and induration. But your finger will

not know what it feels, until your eye has often seen it ; and even

when the sense of touch has been educated to the utmost, it would

be rash to carry on the treatment of any case of inflammation of

the cervix, without occasionally having recourse to the use of the

speculum in order to get a view of the diseased part ; and whether

for the diagnosis or the treatment of cervical inflammation, the

speculum is simply indispensable.

Probably the disease with which you will be most likely to con-
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found some of the varieties of chronic inflammation of the cervix

uteri is carcinoma in tlie same locality. The symptoms of the one

disease very closely resemble the symptoms presented by the otlier

;

and though the pain of carcinoma is usually more intense ami con

stant, the menorrhagia more irregular and excessive, and the

leucorrhoeal discharge more fetid or irritating, yet the differences

are all differences in degree, and may not be pronounced enough to

warrant you in coming to a conclusion without instituting a local

examination. Even on attempting to make a physical diagnosis,

you may fall into error unless you are careful to note the exact con-

Fig. 132. Fig. 133.

dition of the cervix ; for both in the simple and in the malignant

disease you may find the cervix enlarged, and thickened, and hard,

and presenting some irregularities on the surface. But there is one

point of distinction that will almost always keep you right in your

differential diagnosis between the two diseases. When speaking of

carcinoma of the cervix uteri, I pointed you to its liability to pass

speedily from its primary seat to invade the neiglibouring tissues.

The result of this spreading of the mischief is found in the degree

of fixity which is imparted to the cancerous uterus. Not only does

Fig. 132. Diagram of carcinoma of tlio cervix; uteri, illustrating the manner
in whicli tlie disea.se spreads to the vaginal walls and fixes the lower portion of

the uterus.

Fig. 133. Diagram of inflammatory hypei'trophy and imluration of the cervix

uteri, showing the restriction of the mischief to the vaginal portion of the uterus.
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the organ become hard, but it feels fixed and immovable in the

roof of the vagina to which the cancerous infiltration has extended

(see Fig. 132). The induration and enlargement vs^hicli result

from chronic inflammation, on the other hand, are limited to the

vaginal portion of the uterus, and the exploring finger can not only

jiass freely up along the cervix uteri, and perhaps feel that the

vaginal portion is elongated, but it finds that the whole organ is

freely movable (see Fig. 133). In cases where the disease is still

strictly limited to the cervix around the os tincse, the speculum will

reveal to you the diff"erence between the everted edges and the

smooth, reddish, vascular surface of a simple sore, and the inverted

edges and irregular, nodulated, ashy surface of a cancerous ulcer.

Treatment.

In the treatment of chronic inflammations of the cervix uteri you

require to have recourse, first, to constitutional measures likely to

improve the general health of the patient
;
and, secondly, to local

measures fitted to counteract and cure the disease.

I. Constitutional Measures.—The health becomes impaired under

the long-continued discharges, and you must apply appropriate

hygienic and dietetic means to have the health restored. The

patient maybe obliged to take a more liberal diet than she had been

in the habit of using ; and it may be needful to administer quinine

or other tonics, vegetable or mineral. But in the greater proportion

of cases, at least in the better ranks of life, the deterioration of the

health has resulted rather from excess than deficiency of food ; and

it is often desirable, in conducting the treatment of a patient with

chronic metritis and cervicitis, to make a complete change from her

ordinary style of living, and restrict her to the use of fish, chicken,

and other white food, and to forbid the use of any stimulants. The

lighter food will be m.ore likely to be completely digested and assi-

milated, and will all go to nourish the system, without exhausting

the digestive aj)paratus, whereas the chemically more nutritious

ingesta in which she used to indulge were less perfectly assimilated,

and kept up a degree of distress in the digestive organs, which had

a depressing influence on the system at large ; for the nourishment

of the body depends not only on the quantity and quality of food

introduced into the stomach, but more immediately upon the pro-

portion in which that food is digested and absorbed. I have often

seen patients, for example, suffering from gastric ulcerations, who
grew thinner and weaker so long as they tried to feed themselves
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on butclier meat and solids, begin to fatten and grow strong at once

on betaking themselves to a diet consisting only of whipped-iip eggs,

milk, and bland Jion-stimulating fluids. Perhaps you will bear this

in mind in treating patients who are the subjects of chronic disease

of the uterus, and I doubt not you will sometimes meet with cases

where your local measures seem to produce only a limited amount

of good, but where they tell at once Avhen you put the patient on a

regulated course of diet. But you will find that, however much you

may get the general health improved, you cannot put an end to her

most distressing symptoms, without having recourse, further, to

some

II. Local Measures.—The means of local treatment will vary

much according to the various forms under which the disease may
present itself to our observation.

1. Loccd Blood-ldtincj.—Frequently, where the cervix is engorged

and hypertrophied, and deeply injected, as seen through the speculum,

the abstraction of a couple of ounces of blood greatly relieves the

distress from which the patient suffers, and favours the good effect

of whatever other remedies may be considered desirable. The

blood-letting may be effected by means of leeches applied to the

cervix through a leeching-tube or speculum, or you may scarify the

cervix around the os tinca3 with any sharp-pointed cutting instru-

ment, such as a tenotomy-knife with a long stem, with which you

make a series of small incisions around the os, and, in aggravated

cases you make the punctures deeper. It is well to make the patient

sit over a dish of hot water, to favour the flow of blood ;
and, if she

has a nurse on whom you can rely, you may order a warm vaginal

douche to be administered, special care being taken that the patient

is not wetted and chilled during the proceeding.

2. Counter-irritation.—^Whether or not you deem it desirable to

practise the blood-letting, you will, in most cases, do much good to

your patient by applying counter-irritation to the lower part of the

abdomen, in the epigastric or iliac regions. A series of small blis-

ters, an inch square, one being applied every second or third night

along the iliac spaces, often have an admirable influence in hastening

the reduction of the internal inflammation ; or you may produce an

eruption by means of tartar-emetic ointment, or paint tincture of

iodine above the pubes until the skin becomes tender.

3. Local Deobstruenis.—The iodine may be used, further, in the

way of a local deobstruent applied through the speculum with a

brush to the cervix uteri. I have seen the process of absorption
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begun in a thickened and inflamed uterus or cervix that had resisted

other modes of treatment, after the patient had used some pessaries

made with mercurial ointment ; and the use of the mercurial pes-

saries may be followed up with the introduction of j^essaries con-

taining iodide or bromide of potassium, or iodide of lead.

4. Caustics and Astringents.—When the surface is abraded or

ulcerated, you require to apply some of the gentler caustics, so as

to stimulate the surface, which resembles that of a weak or indolent

ulcer, to take on a healing action. There is nothing more useful

in the general run of cases than lunar caustic, which may be ap-

plied solid on the end of a quill, or in a solution of twenty-four

grains to the ounce with a brush or piece of cotton wadding. It is

to be applied through the speculum every four or five days ; some

astringent or alterative, or more sedative lotion or ointment, being

used in the interval. Its prolonged repeated use, however, is apt

to be followed by a troublesome degree of contraction and indura-

tion of the OS uteri, and it is desirable to vary its employment with

some other application. Strong tincture of iodine forms one of the

most satisfactory applications you can make to the granulating

ulcer of the cervix, all the more if there be some degree of hyper-

trophy present ; and it vnW of itself, in many cases, be the means of

effecting a speedy cure. Sulphate of coj^per may often be applied

with benefit as an alternative ; and in the vascular forms of ulcer,

which bleed easily when touched with the finger or speculum, I have

often found the happiest results from the application of a saturated

solution of perchloride of iron in glycerine. In the eruptive forms of

disease, more especially in the acne cases, I have been best satisfied

with the butter of antimony applied through the speculum with a

brush, and followed by the application of some carbonate of soda

to neutralise its excess. Besides making these concentrated appli-

cations, you are usually obliged to have recourse during the intervals

to the injection of some astringent lotion. You may order some

of the astringent vegetable infusions, as of oak-bark or matico, or a

weak solution of some mineral salt, as the sulphate of zinc or

aluminate of iron. Some patients have a difficulty in making

proper use of injections, and in such a case you may prescribe the

astringent in the form of a pessary, the best material for the

manufacture of the pessary being gelatine, which, when boiled with

a small proportion of glycerine, takes up most of the substances

which are found useful in the local treatment of uterine disease.

The boiled gelatine, charged with the medicament, is run into coj^per
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moulds of the shape of .1 small Miuie bullet ; it becomes firm

oil cooling, and dissolves with the iieat of the body when it lies in

the vaginal canal. Only make sure that the patient is instructed

to pass the pessaries up far enough, so that, when dissolved, the

vaginal portion of the uterus is bathed by them, and you will have

all reason to be satisfied with the result of their employment.

I have been speaking as if it were the vaginal portion of the

uterus alone to which you were to make your applications. But you

will understand that in many cases the principal seat of the mis-

chief is within the canal of the cervix, and in that case you must

be careful to push your cau.stic into the canal as far as the os

internum. When you are using the caustic quill, this is easily

enough done through the speculum, or with a pair of long dressing-

forceps. A piece of cotton dipped in tincture of iodine, or a strong

solution of caustic, may be carried into the cervix when the os

tinCcTe is sufficiently patulous. It is sometimes difficult, however, to

make a thorough application in this way ; or you may wish to make

an alternative application when the nitrate of silver seems to be

having too little effect on the progress of the sore ; and then I re-

commend you to make use of long arrow-shaped pessaries, such as

our chemists here have been in the habit of making for us, of dried

sulphate of zinc, etc., which can be passed along the cervical canal,

to lie and become dissolved there. Where there is any suspicion

that the metritis has affected the lining membrane of the uterine

cavity as well, the soluble intra-uterine pessary of sulphate of zinc

or nitrate of silver has an admirable effect in producing an alterative

action in the affected membrane.

5. Escliarotks.—Where you have to do with cases of inflamma-

tory hypertrophy with induration, however, you will be compelled to

apply some of the more powerful escharotics, such as chloride of

zinc, or strong nitric acid, or the dried sulphate of zinc. I have

found the best results in these cases from the employment of

potassa fusa. You introduce it with a caustic-holder through a

cylindrical speculum, and must take care to press it firmly against

the thickened, hardened lip or lips of the os uteri, and make it to

sink into any protuberant nodules. You immediately pour in some

wood vinegar, and wash the whole cervix carefully and thoroughly,

so as to neutralise the caustic potash. If now yon look through the

speculum, yon will see that you have produced an indentation on the

formerly projecting surface ;
and, if need be, you may make a fresh

application to any other portion of the cervix, remembering always
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to wash the part copiously with vinegar, and to make the patient

use a vinegar-and-water douche subsequently. In a day or two a

slough separates, and leaves a healthy sore on a softened cervix,

which soon heals up under the application of some astringent

injections or pessaries.

6. Sedatives.—Occasionally, as I have stated, the patient suffers

from local pains, which may demand the local application of opium

or belladonna pessaries. More frequently she suffers from a feeling

of heat and irritation, due sometimes to the nature of the discharge,

and sometimes to the kind of eruption which exists in the cervix

and vagina. In these cases you may prescribe some soothing

emollient injection, or pessaries of borax or oxide of zinc. But the

most efficient remedy is bismuth, which you may prescribe in the

form of pessary, or which you may apply, better still, in the form

of i^owder, either through a common speculum, or by means of a

small tube. I have been in the habit for several years of introducing

it through a tube rather narrower than the smallest-sized speculum,

and have seen many cases where the irritation was relieved imme-

diately, and where, under its persevering use, the discharge has finally

dried up and disappeared.
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LECTURE XLIX.

ON PROLAPSUS UTERI.

Gentlemkn—The uterus is subject to various displacements, and I

wish now to direct your attention to the kind of displacement of it

which you will most frecjuently be called on to treat in your practice

—that, namely, where the organ falls downwards to a greater or less

degree in the pelvic cavity, or descends so low as to protrude through

the vulva. Let me read to you first the liistory of two of the

jiatients who have been in the ward, and the note that has been

made of their physical condition.

Case I.—E. R., aged 60, married, began to menstruate so early as twelve years

of age. The discharge returned regularly every month, and continued each time

for about five or six days. Ceased to menstruate about fifty. Has borne five

children—the last twenty years ago. Has enjoyed unbroken health all her

lifetime.

About five weeks ago she first obsei'ved the uterus i^rotruding slightly from

the orifice of the vagina, and her attention was only accidentally drawn to it by

observing a few stains of blood ux)on her linen. The bleeding ceased, and was

replaced by a white discharge, small in quantity. The uterus never protruded

externally to the vulva, and she has never suffered from pelvic pain or weight,

and has only occasionally felt an aching in the back.

On admission.—She enjoys perfect health, with the exception of the uterine

derangement. She has a slight leucorrhceal discharge, which, on examination, is

observed to proceed from the os uteri. The uterus is procident, and lies im-

mediately within the vulva. It is a little larger than natural, but perfectly

mobile and easily reduced. Its lips are large and oedematous, and a slight ring

of ulceration exists around the os uteri, but without any notable amount of

hypertrophy and induration. The vagina is very much relaxed, and the posterior

wall of the bladder hangs loosely into it.

Case II.—J. M., age twenty-one, unmarried, menstruated first at the age of

fifteen, and every month afterwards—the discharge continuing each time for four

or five days without pain.

Gave birth to a boy at the full time two years ago. Made a slow recovery,

and, on account of pecirliar circumstances, was obliged to stop nursing at the

third week, and give the child to the care of another, and go herself into service.

The service she engaged in was household work of an unusually severe kind,

calling forth on her part great and protracted exertions.

The catamenia returned about the third month after delivery and reassumed
its usual periodicity and duration. Four months ago the uterus prolapsed ex-
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teriially. Previously to tliat date she had felt dragging pains about the pelvis and

sides. For three ooutiuuous montlis the uterus was hanging outside before she

mentioned her condition to any one. A physician then saw her, leeched and

reduced the uterus, but it did not remain within ; for immediately on resuming

her work it again came outside. From that date until her admission, although

she reduced it every night on going to bed, yet on rising in the morning it again

fell out, and remained so during the day. During four months it has therefore

been almost constantly hanging outside of the vagina, and lias consequently been

subjected to friction of the thighs and dress, and occasionally to slight injuries.

At first she says it was not much larger than one fist, but latterly it has become

equal in size to two. Since the first occurrence of the prolapsus, there has always

been a thick fluid resembling buttermilk discharged from the surface of the

tumour and vagina, occasionally, but not frequently, mixed with blood. During

tlie same period also she has had usually some difficulty in voiding urine, and

generally a little pain when passing it.

On admission.—She is a strong robust woman, of ruddy complexion, and

enjoys good health. The tumour had been reduced previous to her admission.

The vagina is loose, much corrugated, hard and deficient in sensibility, of a

wliitish red colour, and contains a good deal of white, curdy, semi-fluid matter.

The urethra is very much thickened. The uterus lies very low in the vagina, it

feels large and is very mobile, and a slight cough on the part of the patient pro-

duces its expulsion through the vulva. The os uteri is small, and situated at

its lower end, and surrounded by a small irregular ulcer. Its lips are thick and

indurated. There is also an ulcerated spot on the anterior sm-face of the tumour.

Length of the uterine cavity four inches.

Degrees of Descent.

The uterus, as it falls downwards, may be met with in different

stages of its descent, and the two cases to which I have directed

your attention illustrate sufficiently the two principal classes into

which patients suffering from Descensus uteri are divisible, as far as

regards the degree of dislocation. In the first the descent is "In-,

complete," and we have a case of Procidentia uteri, the organ falling

down so far that it has come to rest on the floor of the pelvis, and

is ready to protrude through the vulva. In the second the descent

is " Complete the uterus has slipped over the edge of the perineum,

is precipitated quite out of the pelvis, and has carried with it the

upper extremity of the vaginal canal—the case is one of Prolapsus

uteri. In its downward progress the uterus at first retains its

normal inclination, nearly in the line of the axis of the pelvic brim

;

but when it reaches the floor of the pelvis its lower extremity

begins to look forwards, instead of backwards ; and a subdivision of

the cases of incomplete descent has been made according as this

change in direction of the long axis of the uterus has taken place or

not. But, whatever the degree of descent, you will probably find

that the patient suff"ering from prolapsus uteri is at the same time

the subject of one or more of the following
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Attendant Pathological Conditions.

1. Elongation of the Cervix Uteri.—The cervix uteri sometimes

becomes the seat of a longitudinal hypertrophy, which may be so

great as to cause the orifice to reach the floor of the pelvis, or even

to appear at the vulva. This elongation of the cervix may lead you

to suppose that you have to do with a case of prolapsus uteri, when,

in reality, if you carefully examine the whole organ, you may find

that the fundus uteri, instead of being depressed, is elevated. Bat,

on the other hand, elongation of the cervix is one of the commonest

accompaniments of prolapsus uteri. The vaginal portion can be

ascertained by the finger to be unusually long, and a sound will

pass readily, for a distance of three and a half or four inches, into a

large proportion of procident uteri.

2. Hypeiiroijliy and Congestion of the ivhole Organ.—The increase

of length, however, is not always limited to the cervical portion of

the uterus. In many cases the enlargement afiects the whole organ.

Even if there were no hypertrophy of the uterus ere it began to

descend in the pelvis, you can readily conceive how the interference

with the free circulation in its walls, which will result from the

compression of its blood-vessels, will lead to a persistent congestion

and engorgement of its tissues, and leave the walls thickened and

hypertrophied ; and this secondary hypei'trophy of the uterus will

have the eff'ect of aggravating and keeping up the tendency to dis-

placement.

3. Displacement of neiglihouring Organs. — As tlie descending

uterus drags down and inverts the walls of the vagina when it lias

descended far enough, it necessarily carries with it the adjacent walls

of the neiglibouring organs. It tells first upon the back wall of the

Bladder. The vesico-vaginal septum is pushed down in a very

marked degree in most cases of prolapsus uteri, and escapes from

the vulva before the organ has fairly cleared the perineum. The

urethra is at the same time pushed downwards and forwards, and

its walls become thickened, as do all the parts around the displaced

organ. This dislocation of the bladder makes micturition difficult,

and tlie more the patient strains, if the uterus be not pushed up

into the pelvis, the more the escape of the urine will be hindered.

It is only at a later stage that the anterior wall of the Rectum gets

drawn downwards, because the point of its fusion with the vaginal

wall is at a lower level ; but the function of the organ may be, and

usually is, interfered with from the very beginning of the descent of

VOL. in. 3 c
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the uterus, by the pressure of it on the rectum rendering defecation

difficult. In the large masses that have fallen down between the

patient's thighs in special cases, we may sometimes be able to discover

some loops of the Intestines, for the bowels lie directly in apposition with

the fundus uteri when it is in its normal position, and when it begins

to sink, they descend into the pelvis with it. In some cases por-

tions of the bowel find their way into the recto-vaginal pouch of the

23eritoneum, and get carried out with the protruded pelvic organs

through the vulva.

4. Changes in the Exposed Tumour.—^Whilst the uterus is still

within the vaginal cavity, the mucous surfaces of the cervix and of

the contiguous vaginal walls are commonly the seat of a copious

leucorrhoeal discharge, which keeps the parts continually moist.

But when it has become precipitated externally, the exposed mucous

membrane dries up and hardens ; and where the prolaj^sus is of long

standing the surface comes to present the appearance of skin covered

with epidermis rather than of a mucous membrane invested with

eijithelium. Very frequently, as in the patient in the ward, you

Avill find simple ulcers forming on various parts of the surface, par-

ticularly at or around the os tincse. In some cases the ulcerations

of the OS have healed, and in contracting have led to occlusion of

the OS. But more frequently the sores, like those in a congested

varicose limb, are difficult to heal ; and though they can be got cured

almost completely, they are speedily reproduced unless the organ be

replaced and retained within the pelvis.

Etiology.

The causes of prolapsus uteri have sometimes been divided into

two classes, according as they, 1st, predisposed the uterus to descend

from its proper position, or, 2d, were immediately influential in pro-

ducing the displacement. The cases of sudden production of prolapse

of the womb are, however, comparatively rare, and the causes which

then produce it act in the same manner as some of those which have

a more remote influence. You will find that they may in general be

ranged in three different categories, although it is to be remembered

that the same cause may operate in more ways than one.

1. Increased Weight of the Uterus.—Whatever adds, in the first

place, to the weight of the womb, will have the effect of causing it

to sink, to some degree, within the pelvis. Even the physiological

enlargement of it in commencing pregnancy can usually be found
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to be attended Avitli a temporary depression in its position. The

effect becomes more marked in cases wliere tlie uterus is enlarged

permanently in consequence of inflammation and thickening of its

walls, or the presence of a polypus or fibroid tumour, or from sub-

involution after delivery, or frequent miscarriages. The addition to

the weight may not be confined to the substance of the uterus, but

may be due to the pressure exerted upon it through the medium of

the superincumbent viscera ; and it is by this means that severe

exertions come to operate as a cause, sometimes immediate, some-

times more remote, of prolapsus uteri.

2. Relaxation of the Uterine Siqiports.—Some of the causes which

operate in the way of adding to the weight of the uterus, increase

the tendency to falling down of the organ by, at the same time, pro-

ducing a relaxation of its supports. The result of frequent preg-

nancies or miscarriages, for example, is seen not only in the hyper-

trophy of the uterus, but in weakening and stretching of the uterine

ligaments. Whatever stretches, and softens, and relaxes the round or

broad ligaments, or the utero-vesical folds of the peritoneum and

pelvic fascia, or the walls of the vagina, Avill leave the uterus more

or less free to descend from its proper position ; and when once it

begins to sink, there will be a constant tendency to increased dis-

placement, from the progressive engorgement of the uterus and the

increased strain on its already weakened supports.

3. Uprujht Position.—The effect of all the agencies that tend to

depress the womb will be greatly increased, the more the patient is

obliged to maintain the upright position for lengthened periods.

And this continuance in the upright position will come to be in

itself a cause of prolapsus whenever the patient, from the carrying

of weights or otherwise, is constrained to keep the pelvis with the

plane of its brim more horizontal than usual ; for then the uterus

will at once be pressed on more directly by the superincumbent

viscera, and will tend to sink more readily into the pelvic cavity.

Symptoms and Diagnosis.

It sometimes happens, as in one of the patients Avhose history I

have cited, that the womb may have descended to a certain extent

in the pelvis, without having given rise to such distress as to make

the patient aware that she is the subject of any pathological condi-

tion. Usually, however, it betrays itself, like other uterine dis-

placements and diseases, by a series of
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I. Functional Dlskirhances.-—We have, first, the usual group of

general constitutional affections, which we have had occasion to note

in connection with so many other uterine affections
;
and, second,

local functional derangements of the uterus itself and the neighbour-

ing organs, such as menorrhagia, leucorrhoea, sense of weight in the

pelvis, pains in the loins, frequent inclination to go to stool, and

urgent calls often to empty the bladder, which can only be accom-

plished with difficulty. In the severer degrees of it, moreover, pro-

gression is greatly interfered with, and all the symptoms become

aggravated when the patient assumes and maintains, for any length

of time, the upright position. The patient who comes to consult

you will very frequently tell you at once, besides, that she has got

a falling down of the womb
;
but, even if there be a mass protruding

from the vulva, you cannot tell what it really is without investi-

gating its

II. Physical Condition.—When you have to do with a completely

prolapsed uterus, you will find a tumour, the form of which is

usually oblong, and narrowed at the lower extremity, where you

will be able to discover a transverse opening— the orifice of the

uterus. The surface of the tumour is formed by the inverted walls

of the vagina, through which you will be able to feel the outline of

the uterus. If the abdominal walls be not too thick, palpation

over the pubes enables you to trace the absence of the fundus

from its usual position ; but the parts are in general so far

relaxed that you can replace the prolapsed organ and define

its enlargement by a simultaneous external and internal examina-

tion. That the transverse depression at the lower end of the pro-

tuberance is really the uterine orifice, and not a mere ulcer on the

surface of a tumour, you can decide by introducing the sound, which

will readily pass through up to the fundus uteri. You will, at the

same time, in most cases, discover an elongation, more or less pro-

nounced, of the cavity of the uterus.

Differential Diagnosis.

There are various morbid conditions of the uterus and vagina,

which are liable to be mistaken for prolapsus of the uterus, and

from which you must know how to distinguish it.

1. Cystocele.—Very commonly, when the uterus descends in the

pelvis, a fold of the anterior wall of the vagina descends in front of

it, and escapes first from the vulva. But such a prolapse of the

vesico-vaginal septum may occur, though the uterus retains its normal
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situation
;

and, as patients are apt to suppose that they have a

falling down of the womb whenever any abnormal part makes its

appearance at the vulva, you will sometimes be led to suppose that

you have to do with a case of prolapsus uteri where only a cystocele

exists. A vaginal examination will usually satisfy you at once that

the uterus is in its normal situation
;
and, on passing a sound or

catheter into the bladder, you are able to determine distinctly the

nature of the protrusion.

2. Redocele.—A similar descent of the recto-vaginal septum

sometimes, though much more rarely, occurs, and is to be diagnosed

by passing the finger through the anus and into the projecting pouch,

while the os uteri can be felt higher up in the vaginal canal.

3. Inversion of the Uterus. — Where the uterus has become

inverted, the fundus lies, with its exposed mucous membrane, low

down in the pelvis, and even sometimes protrudes from the vagina,

so as to resemble a simply prolapsed uterus. The history of the

case will usually guide you to a tolerably correct guess as to the

nature of the accident ; for the inversion is in most cases found im-

mediately after parturition, and gives rise at once to symptoms of

distress, whilst tlie prolapse of the organ is commonly produced very

gradually, and may not attract the patient's attention until it begins

to protrude externally. Then, when you make a local examination,

the absence of the os in the lower part of the tumour will lead you

to search for the lips of it encircling the base ; and, on attempting

to pass the sound through the cervix, you will find that it only

enters for a few lines, and is arrested at the point where the uterus

is folded down upon itself The prolapsed uterus, moreover, can be

readily pushed upwards into its place, so as to be felt between the

exploring fingers and the hand placed above the pubes, whilst the

inverted organ can only be returned after careful manipulation.

4. Polypus.—Polypoid growths from the uterus and vaginal

walls have also been mistaken for prolapsus uteri, but may always

be distinguished by determining the position of the orifice of the

uterus, and introducing into it the uterine sound.

Prognosis.

This kind of uterine displacement may be attended with no

impairment of the uterine functions, and does not always hinder the

occurrence of impregnation. In the majority of cases, however, it

is attended with a decided degree of ill-health, arid though it does

not usually lead to any fatal issue, it keeps the patient in a state of
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continual discomfort, and unfits her largely for her usual emploj'^-

ments, and it shows no tendency towards a spontaneous cure.

Indeed, unless it be subjected to some kind of treatment, the pro-

bability is that it Avill only become more and more aggravated, and

the question with you will be how you can best remedy or relieve

the mischief For

The Treatment

is twofold, according as you adopt some operative measures calcu-

lated to effect a radical cure, or are restricted to the employment of

means likely to palliate the patient's symptoms. Let me speak

first

A. Of the Palliative Measures.

1. Rest and Horizontal Position.—If you meet with a ca.se where

the uterus has been suddenly forced down through the vulva in

consequence of some violent exertion, it is quite possible that the

keeping of the patient at rest and recumbent for a length of time,

after you have replaced the uterus, may have the effect of allowing

the injured ligaments to recover their power, so that the organ shall

be afterwards kept in its proper position. In such a case the

restriction of the patient to rest and the horizontal position would

have all the value of a curative measure. But in the generality of

cases it is only valuable as a means of resting the ligaments which

have been over-stretched, and which have an opportunity of in some

degree recovering their tonicity Avhen they are no longer on the

strain ; and it aids further in promoting the reduction which you

will try to bring about in the congested uterus by means of

2. Antiphlogistics and Deobstruents.—I have told you that you

will commonly enough find the uterus in these cases of prolapsus the

seat of an inflammatory engorgement, which you must try to sulxlue

ere you have recourse to the use of any appliances to retain the organ

in its position. With this view it is sometimes useful to apply a few

leeches, and afterwards to make the patient use mercurial pessaries,

or pessaries of iodide of lead or potassium, whilst she is kept at rest,

and the state of her emunctories is carefully attended to.

3. Local Astringents and Tonics.— Then, further, the vaginal

walls are all relaxed and lubricated by the leucorrhceal discharge,

and you will seek to counteract this by means of injections of oak-

bark, or of sulphate of zinc or iron and alum, or any similar sub-

stance, which will have the effect of checking the discharge and

bracing up the softened tissues.
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4. Mechanical Support.—But though you have succeeded in

replacing the prolapsed uterus, you will find that, in order to retain

it in position, you must have recourse to the application of mechanical

sujjports. Otherwise, as soon as the patient gets up and goes about

again, the organ begins to descend, the congestion returns, and all

the good of her few weeks' rest is in a few days undone. Now
there is an endless variety of instruments that have been invented

and employed for the retention of the jn'olapsed uterus. The very

number and variety of these vaginal pessaries, as they are called,

prove how imperfectly any one of them is fitted to control in all

cases the prolapsus
;
yet often enough you will meet with cases

where the introduction of a well-fitting pessary will keep the uterus

in situ, and procure for the

instrument is in position, lies

between the lips of the pu-
Pj,,

denda, and by means of which

the patient can remove it from time to time. The two extremi-

ties of the shelf rest on the inner surfaces of the two ischia, and

the notch in its anterior border prevents undue pressure on the

urethra or neck of the bladder, although in cases of marked cysto-

cele it is better to make the pessary without the notch. It is very

light and cheap, being made of gutta percha ; and you can easily

make one at any time to suit any particular case. It has not the

disadvantage of causing any expansion of the vaginal walls, as is

the case with the air-bag which some practitioners prefer, nor is it

apt to go wrong, like the hinged pessary of Zwanck, which it

resembles in the kind of suj^port it affords. But, like all vaginal

pessaries, if left in the canal without being frequently removed and

I have found serviceable in the

largest number of cases. It

consists of an oblong shelf,

with a slightly concave upper

surface, on which the uterus

rests, and having attached to

the middle of its inferior sur-

face a stem, which, when the

patient a degree of comfort to

which she may long have been

a stranger. I show you (see

Fig. 134) the instrument which V

Fig. 134. Pessary for prolapsus uteri.
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cleaned, its presence increases the leucorrliceal discharge, and if it

be left all too long, the discharges' almost certainly become foetid, and

the vaginal walls may even ulcerate around the circle of pressure

exerted by its rim. Hence the necessity for its frequent removal,

both that it may be cleaned, and that some astringent injection

may be thrown into the vagina.

In some cases you will find that you can best afford relief by

applying a bandage round the lower part of the abdomen, so as to

press upon the abdominal walls above the pubes, and prevent the

downward pressure of the abdominal upon the pelvic viscera. The

efficacy of the support thus afforded by Hull's and similar bandages

is often increased by fitting a perineal pad to the lower border, in

the form of a T bandage. A bandage of this sort is sometimes use-

ful in cases where a vaginal pessary is worn ; and some practitioners

l^refer to apply a pessary fijced on a strong bent wire, the external

extremity of which is fixed over the pubes in a belt or bandage

strapped round the patient's pelvis. But whilst in a large propor-

tion of cases you will be able by such means to procure comfort for

your patients, there are others where you will give more effectual

relief, and sometimes accomplish a perfect cure, by having recourse

to some

B. Of the Operative Measures.

1. Producing Adhesion between the two Labia Ptulendi.—In pro-

lapsus uteri of long standing, the perineum is stretched and softened,

and has lost all power to support the uterus, which, after it has

escaped through the vulva, presses backwards on the border of the

perineum, and tends to produce an atrophy of its tissues. So much

is this the case, that at last the perineum may not only be useless

for the purpose of retaining the uterus itself within the pelvic cavity;

it fails even to afford a floor on which a retaining pessary might

rest. In such cases, it seemed natural to suppose that great ad-

vantage would be obtained by making a raw surface, of a horse-shoe

shape, on the fourchette and labia pudendi, and bringing the wound-

surfaces together, so as to close more or less completely the vaginal

orifice. The idea was carried into practice by Fricke and others

with the simple interrupted suture, and by Kock and Geddings

with the quill suture, many years ago ; and more recently the

operation has been performed in one or other of these methods by

many surgeons—metallic wires being used instead of silk sutures,

and with satisfactory results. I need not repeat to you the details
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of the operation, which I have already described in showing you how

to repair the ruptured perineum. (See page 653.) Sometimes this

operation of episioraphy, as it is called, leaves the vulva so narrow

and the pelvic floor so firm, that the uterus no longer is able to

escape, and the patient is cured of her prolapse. In other cases,

where the new perineum is not sufficient of itself to retain the

uterus, it yet forms a fioor on which a supporting pessary can rest.

Sometimes it relaxes and becomes re-distended, and in such a

case the operation may be repeated, and a more complete closure

effected.

2. Producing Adlwsion between Surfaces of the Vagina.—I believe it

was first proposed by Dr. Marshall Hall to treat cases of bad prolapsus

uteri by making raw surfaces on the vaginal walls in a longitudinal

direction, and bringing the wounds together with stitches, so as to

produce a narrowing of the vaginal canal. ' His proposal was carried

out by Hemming and Ireland in our own country, and in France by

Velpeau and Berard. It is, however, only since we have learned the

value of metallic sutures in keeping together the raw surfaces long-

enough to ensure their firm cohesion, that this operation of elytro-

raphy has been more systematically employed by Dr. Marion Sims

and others, by paring two strips of the mucous membrane from the

anterior wall of the vagina—not running parallel to each other, but

converging like the limbs of the letter V. The apex, where tlie

limbs meet, falls at the lower extremity of the vagina, behind the

urethra ; and the divergent points at the upper extremity, in front

of the cervix uteri, have been joined together by a transverse strip

by Dr. Emmett. The operation is not a difficult one to perform,

and it has the good result of rendering the vagina so narrow that

the uterus can no longer descend through it.

3. Producing Cicatricial Contractions in the Vagina.— I have

warned you of the necessity for the frequent removal of vaginal

pessaries, lest the permanent, though slight, pressure exerted by the

rim on the walls of the vagina should at length produce ulceration

on its mucous membrane. Now such a result is sometimes desirable,

if we can keep the patient at rest afterwards until the ulceration

has healed ;
because, as it heals, the contraction along the circle of

'the cicatrix may produce such a narrowing of the canal of the

vagina, that the reproduction of the prolapsus will be prevented.

The ulceration that has thus occurred accidentally, has in various

ways been produced intentionally. It has been procured by making

the patient wear a large pessary, which would exert more pressure
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than usual on the wall, or by making her wear a metallic pessary of

copper, with a ring of zinc round the margin, as suggested by Dr.

Graham Weir, that by a slow galvanic action the tendency to

ulceration might be hastened. Phillips and others have had re-

course to caustics ; and Dieffenbach, Lawrie, etc., have applied the

actual cautery to produce a more firmly contracting scar in the

vagina. Some French surgeons have made use of serres-fines, and

Bellini resorted to an operation called colpodesmoraphy, which con-

sisted of the passing of a stitch in a circle around the upper part of

the vaginal canal underneath the mucous membrane, and gradually

tightening it, till, in ten days, a portion of the vaginal mucous mem-

brane sloughed and left a contracting scar. These various proceed-

ings all lead to results which for a time may be most satisfactory.

The cicatricial ring forms a shelf on which the uterus rests and is

prevented from descending. But if the conditions which originally

led to the production of prolapsus be still present, the probability is

that the cure will be only temporary, as the cicatrix gradually

softens ; and if the cervix once begins to project through, it acts

like a wedge, which soon expands the circle. You will, therefore,

find it more satisfactory to have recourse to the other oj^eration,

and produce a diminution of the calibre of the canal along nearly

all its length, according to the methods of Sims and Emmett.

4. AmpiUation of the Cervix Uteri.—The resources of surgery

are not, however, exhausted by the procedures to which I have

referred. In cases where there is less a descent of the whole organ

than an elongation of the cervix, and even in cases where a dis-

tinctly prolapsed uterus presents a marked hypertroj^hy of the

cervix, amputation of the projecting vaginal portion may be had

recourse to. The tissues in such cases are usually very tough, and

I have seen the chain of Chassaignac's 6craseur give way during the

operation
;
but, when such an accident happens, the operation may

be completed with a pair of scissors, and there is usually little or no

bleeding from the vessels, which had become occluded under the

compression of the instrument. Should there be any threatening

of hemorrhage, it can be easily controlled by means of the persul-

phate or perchloride of iron.

5. Extirpation of the Uterus.—1 ought to add, that in some in-

stances where prolapsus uteri has been associated with malignant

disease of the cervix, the removal of the whole organ has been

resorted to. It was effected, by means of the ligature, by Recamier

and Marjolin. Cruveilhier proposed, as a safer means, opening
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into the back wall of the inverted vagina, drawing out the uterus,

and then excising it ;
and, in one case, Langenbeck, after cutting

across the vagina, drew down the uterus, dissected it from the

peritoneum without opening into the peritoneal cavity, and excised

it, leaving only a small portion of the fundus which was found

healthy. Such a formidable procedure, however, you would never

dream of having recourse to, in an uncomplicated case of prolapsus

uteri ; for this condition, though productive of great discomfort,

has no tendency to a fatal issue. It can often be cured by the par-

tial closure of the vulva, or by procuring sufficient contraction of the

vagina ; and the distress it causes can at least be lessened by the

use of some of the mechanical appliances to whicli I have directed

your attention.
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LECTURE L.

ON RETROVERSION OF THE UTERUS.

Gentleme'N—A patient who came to my house the other day re-

marked tliat she had come walking, and added that it was the first

time she had walked out of doors for three years. Such an incident

is of not infrequent occurrence. The lady I refer to talked with

another, with whose sister she was acquainted, and that sister had

for about fifteen years been unable to walk ; and I wish to teach you

to-day what it was that prevented these ladies, as it prevents others,

from walking, and to teach you also how you may relieve their

symptoms and rectify their malady.

Pathology.

The uterus in its normal position stands with the fundus at the

level of the plane of the pelvic brim, and the os looking downwards

Fig. 135.

and backwards towards the hollow of the sacrum, so that its axi

corresponds to the axis of the brim of the pelvis (see Fig. 135, a).

Lying immediately behind the bladder and in front of the rectum,

it is subject to constant slight changes in position, in consonance

with the alternate distension and evacuation of these organs. Its

Fig. 135. Diagram of the unimpregiiated uterus, a. In its normal upriglit

direction, and in a state of, b, retroversion, and, c, anteflexion.



PATHOLOGY. 765

more intimate connection with the bladder, in particular, will cause

it to incline more or less decidedly from the strtiight line of its

ordinary situation when that organ empties or fills, so that we can-

not regard the uterus as holding a rigidly fixed relation to the pelvic

walls and pelvic contents. The fundus uteri may be turned forward

to a very appreciable extent without passing the range of its normal

anatomical situation ; for in childhood such a deviation is the rule

rather than the exception, and its more upright position may be only

assumed at or subsequently to the period of puberty. A very dis-

tinct inclination of the fundus uteri towards the bladder may thus

exist within perfectly physiological limits ; but when the dislocation

occurs to a greater degree it begins to give rise to symptoms of dis-

tress, and the pathological condition of anteversion or anteflexion (see

Fig. ] 35, c) is established. It is of the dislocations backwards, how-

ever, that I wish to speak to you just now
;
because, although you

will more frequently find the uterus anteverted in making post-

mortem examinations, or when you have occasion to make a vaginal

exploration in the absence of any marked symptoms of deviation,

yet the retroversions are of greater importance clinically ; and in

cases where symptoms of deviation exist you will, according to my
experience, much moi'e frequently find the uterus retroverted (see

Fig. 135, b) than anteverted. And if I describe to you the means

of detecting and rectifying a retroversion of the uterus, you will be

able to apply the principles of diagnosis and treatment to the other

uterine deviations. Some writers have insisted much on the dis-

tinctions between the dilferent A^irieties of dislocation backwards.

For, as you Avill see represented in this diagram (Fig. 136), the

a b

Fig. 136.

whole uterus may be turned backwards, the flexion taking place at

the upper extremity of the vaginal tube, when you have the condi-

tion to which the term Retroversion (a) should be properly restricted.

In such cases the axes of the body and cervix uteri run in a straight

Fig. 136. Diagram of posterior dislocations of tlie uterus, a. Retroversion

proper
;

h, retroflexion.
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Hue at an angle, more or less acute, to the axis of the vagina. But
sometimes the flexion takes place in the uterus itself, commonly at

the level of the os internum, and then the axis of the body forms an

angle with the axis of the cervix, whilst the latter corresponds more

nearly with the axis of the upper part of the vagina. The deviation

is then described as Retroflexion (b). The degree of displacement

varies in diff"erent cases, so that in the case of the retroflexions, for

example, the body may be bent on the cervix so as to bring the

fundus down to the level of the os tincse (see Fig. 136, b). In other

instances the flexion is not so great ; whilst in a third class the

fundus may fall much lower (see Fig. 135, b), and descend as far as

the bottom of the recto-vaginal fold of the peritoneum. All these

variations in the kind and degree of displacement are not, however,

of very great practical importance ; for they are not separated by

any distinct lines of demarcation, and they may all arise under the

same conditions, produce the same symptoms, and are amenable to

the same remedial measures.

Etiology.

Among the conditions that favour the occurrence of retroversion,

we find hypertrophy of the organ, from whatever cause, occupying

a leading place. In a large proportion of cases of retroversion of

the uterus the organ is found to be more or less enlarged—some-

times from sub-involution after parturition or abortion, sometimes

from chronic metritis, sometimes from the presence of a fibroid

tumour in its walls. If you bear in mind the danger of this dis-

placement occurring immediately subsequent to the evacuation of

the gravid uterus, it will make you careful not to apply a binder or

pad in such a manner as to exert any undue pressure over the

fundus, and it will lead you to caution your patient against the

risks of rising too early, whilst the organ is still heavy, and its

supports relaxed ; for these two other elements may also come into

play in bringing about the dislocation, namely, on the one hand,

direct pressure, as from a binder, or the weight of superincumbent

viscera, or straining of the abdominal muscles; and, on the other, a

weakening of the ligaments that serve to retain the organ in its

nonnal situation. Of these, probably the most important for the

prevention of retroversion are the recto-uterine folds of the peri-

toneum, with the underlying layers of the pelvic fascia, and the

round ligaments running from the upper angles of the uterus towards
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the inguinal canals. Some pathologists have sought for the cause

of the production in atrophic changes occurring in the uterine

walls ; but although at the point of flexion such change is most

unmistakable, it may perhaps be as frequently a consequence as a

cause of the displacement. And I ought to add that whilst a pelvic

peritonitis, which has left the fundus uteri tied to the rectum, may

undoubtedly become a cause of displacement for the organ, yet in

most cases where we find them co-existing, it is not always easy to

come to a conclusion as to whether the adhesion be a cause or a

consequence, or merely a complication of the retroversion.

Frequency.

Retroversion of the gravid uterus has long been known and recog-

nised as an occasional complication of early pregnancy, but up till

fifteen or twenty years ago the displacement of the unimpregnated

organ was regarded as a condition of the greatest rarity ; and when

I wrote a memoir on the subject in 1848, I quoted the opinions of

some of the principal writers on the diseases of women, who all

agreed in speaking of this as an exceedingly rare disease. All

gynaecologists, however, have now come to regard it as a condition

of every-day occurrence, and this change in opinion has been brought

about simply by the facility and certainty with which we can now

recognise it. We see the same revolution taking place in regard to

the ideas as to the frequency of other_diseases. Thus Dr. McClin-

tock tells us that he met with some seventy cases of pelvic cellulitis

during the seven years of his Mastership of the Rotunda Hospital,

Dublin ; while in the record of cases observed during the same

length of time by his predecessor, Dr. Collins, there is a notice of

only two. Now, in all probability, there were about as many cases

during the service of the eai'lier as of the later observer, but they

were not recognised and recorded, because the attention of the pro-

fession had not at that time been so fully awakened as it afterwards

became to the symptoms and diagnosis of pelvic cellulitis. So there

were doubtless cases enough of the retroversion of the unimpreg-

nated uterus in the hands of practitioners, where the patients

were supposed to be the subjects of some other form of disease.

My predecessor, Dr. Hamilton, for example, in his Outlines of Mid-

wifery, says :
" An unequal projection, of different sizes, is occasion-

ally discovered on the posterior part of the uterus, resembling in

shape the tubera which form upon the surface of the liver, but dif-
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fering from tubera in being of a more resisting texture, and in being

pained on pressure. From tlie cases whicli liave fallen under the

author's notice, it appears to him that the following is the progress

of this fortunately rare disease. At first there is a slight enlarge-

ment of the uterus, with a little thickening and tenderness of its

posterior surface, occasioning a sense of bearing down on making

any unusual exertion, and an obscure gnawing pain towards the

back part of the pelvis. In the progress of the disease the posterior

surface of the uterus becomes more and more unequal, till at last a

distinct pi'ojection, like a walnut, or even larger, can be felt on

examination per anum. At this stage of the disease the patient can

neither stand nor sit upright, such is the continued uneasuiess in

the back part of the jjelvis. It is remarkable that in this, as well

as in several other of the local diseases of the uterus, the catamenia

continue to flow as usual. In the early stages of this disease the

progress has been generally checked by the means employed in cases

of chronic enlargement of the uterus ; but in the latter stages—that

is, after the circumscribed projection has taken place, no other means

of treatment have hitherto proved successful." Some of these

cases which thus puzzled Dr. Hamilton, I have had occasion to

examine, and the " unequal projection " which he speaks of, I have

found to be the retroverted fundus of the uterus. I have seen a

patient with a tumour which was thought by some to be a displaced

ovary : by others it was regarded as a fibroid tumour ; Dr. Hamilton

thought it a specimen of the tumour which he had described ; Sir

Charles Clarke had diagnosed carcinoma uteri ; and after all it was

a case of retroversion of the uterus. The nature of it was clearly

enough proved by the use of the sound, in the manner I shall have

to show you when I tell you how you may recognise the mischief

But until the practice of exj^loring the condition of the uterus by a

sound passed into its interior came into use, the retroversions which

we so frequently meet with now used simply to be overlooked or mis-

understood. I first came clearly to recognise the retroversion in the

case of a patient whom I saw with the late Dr. Abercrombie. I went

at once to two other patients with similar tumours, and by the same

means found them also to be the subjects of the same displacement.

But it is time that I should tell you more definitely the kind of

symptoms that are present in such cases, and describe the manner at

which you may arrive at a satisfactory diagnosis.
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Symptomatology.

1)1 a large proportion of cases the uterus may be bent back-

wards without giving rise to any marked symptoms. In other in-

stances, however, the patient may become the subject of a series of

I. General Constitutional Disturbances.—Any of the secondary

sympathetic phenomena that are liable to be produced during the

progress of other uterine diseases may be excited by retroversion of

the organ. I have seen the most varied groups of these functional

derangements occurring in patients who, from their history of them-

selves, might be guessed to be pregnant, or to be the subjects of

some grave disorder of the sexual system ; but in whom no other

change could be detected than a displacement backwards of the

uterus.

II. Local Functional Disorders.—Much more constantly the dis

placement gives rise to some local disturbance. It may indicate its

presence, for example, by

1. Distii/vhed Menstruation.—When the uterus is bent upon itself

its canal becomes occluded at the point of flexure, so tliat the free

escape of the monthly discharge is impeded, and the patient suffers

from dysmenorrlma in consequence of the spasmodic efforts excited

in the uterus to empty itself of its contents. The detention of the

blood within the cavity is liable to be attended with the formation

of clots, the expulsion of which may add to the patient's suffering.

Where there is some degree of hypertrophy associated with the dis-

placement, the patient may be the subject of menorrhagia. Much
more rarely she is the subject of amenorrhom.

2. ImjMired power of Reproduction.—Anteversions of the uterus

are more common than retroversions in the case of sterile women
who have never borne children at all ; but women who have given

birth to one or two children, and have then become barren, are fre-

quently found to be subjects of retroversion. In many cases this is

the symptom that leads the patient to seek professional advice and

aid, and the prognosis in sterility, superinduced on retroversion, is

happily of the most favourable kind.

3. Interference with Bladder, Rectum, and power of Progression.—
When the uterus becomes folded back in the pelvis it exerts a pres-

sure on the neighbouring organs which interferes directly with the

due performance of their functions. The bladder, in one class of

cases, is not allowed to distend completely, and the patient has fre-

quent calls to urinate. In another, the urethra gets compressed at

VOL. IIL 3 D
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its origin, so that the evacuation of the organ is effected only with

pain and difficulty. In like manner the rectum is pressed upon, and

occasionally becomes the seat of an irritative mucous diarrhoea
;

more frequently its lumen is narrowed, so as to render defecation as

difficult as in organic stricture of the bowel. In yet other instances,

the pressure affects more the nerves passing through the pelvis, and

the patient suffers from pains in the lower limbs, and, like the ladies

of whom I spoke at the commencement of the lecture, progression

becomes difficult, and sometimes impossible. It is not easy to under-

stand Avhy a displacement, which in some women causes little or no

disturbance, should in others be the cause of such marked distress

;

but though we may not be able to explain it, the fact remains, and

I have seen many women who for years had been unable to take

any out-door exercise, and in whom the power of progression was

restored on the restoration to its proper position of a dislocated

uterus.

Physical Diagnosis.

What, then, you will ask, are the means by which we are to

detect this kind of dislocation 1 Let me tell you that the speculum

in such cases will yield you no information. Dr. Eobert Lee, who
deprecates the abuse of the instrument, speaks as if it could aid us

in the detection of a uterine displacement ; but whilst it may enable

us to discover some co-existing ulceration of the cervix uteri, it will

not guide us in any degree to the discovery of retroversion.

1. Tactile Examination.—The touch will tell us whether the os

uteri is in an abnormal situation, and looking in an unusual direc-

tion. We may find the orifice directed forward, so that in cases

of complete retroversion, where the whole organ is turned back

at the roof of the vagina, we have to pass the finger up behind the

symphysis pubis to feel the os uteri. In cases of flexion of the body

on the cervix, the direction of the cervix and the situation of the os

may be more natural
;
but, in any case, we can feel the displaced

fundus through the posterior wall of the vagina. That it is the

fundus uteri we can often satisfy ourselves by making a

2. Combined External and Internal Examination.—The finger or

fingers of the right hand in the vagina can detect the presence of a

tumour behind the cervix uteri, and may determine, with some little

degree of accuracy, its connection with the uterus ; but it is only

when the left hand is placed above the pubes, so as to fix the organ

and trace its limits from above, that we can make out its exact lie
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and condition. We can then define the outline of the uterus, trace

the continuity of the retroflected fundus with the body and cervix, or

recognise the horizontal lie of the retroverted organ, and determine

the degree to which disjolacement has occurred. When you have

become familiarised with the practice of gynecological exploration,

this combined external and internal manipulation will, in a multi-

tude of cases, leave you perfectly satisfied as to the real state of

matters, and warrant you in forming your diagnosis and instituting

a corresponding line of trentment.

3. Use of the Sound.—Until your fingers have got accustomed,

however, to detect and distinguish the various diseases and displace-

ments of the uterus, you will require to educate yourself, as the

jirofession in general has educated itself, to diagnose with certainty

the displacement by means of the uterine sound (see Fig. 137).

Fig. 137.

Previously to the introduction of the practice of intra-uterine explora-

tion, we had all, as I have told yoii, often enough felt the retro-

verted fundus uteri, but it was not until the sound had shown us

what it really was, that we learned afterwards to recognise it by the

sense of touch alone. And there are still many cases where the

unaided palpation and examination will leave us in uncertainty as to

the nature of the patient's malady, and where the sound will make

it clear beyond the shadow of a doubt. The sound enaliles us

to detect the dislocation, because, first of all, after the point has

entered the canal of the cervix, it Ijecomes arrested at the place of

fiexion, and will not pass on into the cavity of the uterus in the

usual line of the pelvic axis. If now the point of it be directed

backwards toward the hollow of the sacrum, while the handle is

raised towards the symphysis pubis, instead of being pressed as

usual on the jierineum, the point will be found passing backwards

and sinking into the substance of the tumour. The finger in the

vagina can then feel the sound distinctly in the interior of the tumour,

which you thus conclude to be the disidaced fundus uteri. If still

there be some doubt, the sound may be turned on its axis, when
it will be felt lifting away the tumour from behind the cervix uteri

Fig. 137. The uterine sound.
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(see Fig. 138); and if now the hand be placed over the pubes, it

can discover the fundus uteri in its normal situation, and the sound

in its interior. Finally, if the displacement be of old standing, you

Fig. 138.

will find, on the withdrawal of the sound, that the fundus will

topple over again very soon, and be felt once more in the form

of a tumour through the posterior vaginal wall.

Differential Diagnosis.

1. Pregnancy.—I have stated that many of the minor constitu-

tional symptoms of pregnancy may be develo2:)ed in connection with

this displacement ; and in a married woman, anxious to have a

family, the idea is very likely to arise that she is pregnant when she

is really the subject of a retroversion of the uterus. The sound

would settle the question at once, but it must never be used where

a patient has passed a period or two, and where, therefore, there is

the possibility of the presence of an ovum in utero. If, in such a

case, the results of your vaginal exploration, combined with external

palpation, leave you in any doubt, you must call in the element

of time to decide the question ; and after sus2)ending your decision

for a few weeks, the progressive enlargement of the uterus, and con-

tinued abeyance of the menstrual discharge, on the one hand, will

deepen the conviction that you have to do with a case of pregnancy
;

or the unchanged condition of the uterus, and the presence of the

Fig. 138. Diagram of the position of the retroverted uterus h, and its replace-

ment to c by the sound d ; e, the rectum
; /, tlie sacrum

;
a, the vagina.
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catamenia, will warrant you in using the sound to prove it to be

retroversion.

2. Fibroid I'limonr.—'Vhc disease with which it is most likely to

be confounded, and from which it is, perhaps, most dithcult to dis-

tinguish it, is fibroid tumour of the uterus. A fibroid on the back

wall of the uterus, when touched through the roof of the vagina,

may have all the feeling of a retroflected fundus uteri, and may
resemble it most deceptively in size, shape, and situation as well.

Nor is there any kind of difl'erence in the functional disturbances

which could guide you in distinguishing between them. But the

sound will clear up the matter for you in any case ; and even

when you have a retroversion caused by the growth of a small

fibroid in the back wall of the uterus, you will discover the dis-

jilacement by the direction followed by the sound on entering the

cavity, and you will be able at the same time to trace the thicken-

ing in the uterine wall betwixt the sound and the exploring finger.

3. Ovarian Tumours behind the Uterus.—When the ovary has

fallen down behind the uterus, and more especially if it be enlarged

and adherent to the posterior wall, the sense of touch may leave

you uncertain as to its nature ; but the use of the sound will tell

you that you have not to do with a retroverted uterus.

4. Inflammatory and Ilemorrhagic Tumours.—In pelvic cellulitis

or peritonitis, and hematoma, you may have the inflammatory

deposit, or the blood-clot, localised behind the uterus ; and if the

history of the case be of such an indefinite character as to leave

you in doubt as to the nature of the swelling, the sound again will

resolve the doubt. The more diff"used outline of the inflammatory

swelling or of the hematocele will usually, however, be an index of

its real nature, and will make you the more cautious in the use of

the sound, lest by its rash introduction you produce some irritation,

and rekindle, into an acute form, an inflammation that had become

chronic and quiescent.

5. Extra-Uterina Pregnancy.—Yow may be in doubt as to whether

a tumour felt between the rectum and vagina be the retroverted

fundus uteri, or an ovum lodging and undergoing development in the

recto-vaginal pouch of the peritoneum, till the introduction of the

sound into the uterus in its normal direction excludes the possi-

bility of retroversion.

6. Carcinoma.—I have known a simple retroversion of the ute-

rus regarded as a case of cancer
;
and, on the other hand, I have

seen a case of cancerous disease of the rectum which had decep-
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tively the feeling of a retroverted uterus. In the former case the

sound tells what it is, and in the latter what it is not.

7. Stricture of the Eectum.—If you will remember the liability of

patients to suffer from difficulty of defecation, who are the subjects

of retroversion of the uterus, you will be on your guard against

making the mistake which has been made time and again, of sup-

posing them to be the subjects of stricture of the rectum. You

have only to make a combined external and internal examination,

or introduce the sound into the uterus, and you Avill be kept from

the vain effort to relieve the patient's symptoms by passing bougies

into the rectum, and you will be guided to a surer means of relief

and a more satisfactory cure of her condition.

Treatment.

These displacements of the uterus, as I have shown you, are

extremely common ; but you must not suppose that in every case

they call for special treatment. On the contrary, you may discover

a retroversion in women in whom it is producing no marked symp-

tom of distress, and in whom it would, therefore, be altogether

Avrong to interfere for its reduction. Where it produces some dis-

turbance of the functions of the rectum, however, or of the bladder,

or the uterus itself, you will be obliged to use means to relieve the

symptoms and to rectify the dislocation.

1. Postural Treatment.—Some have recommended that the patient

should be kept for a length of time in the horizontal position, and

the late Dr. Eigby used to advise patients to lie in the j^rone

position, as that which was likeliest to benefit the morbid condition.

Such a measure, however, is of no avail to restore the displaced

uterus in those cases which most urgently call for treatment; and it

is only likely to be of service in those cases where a patient, who

had suffered from retroversion, has conceived and given birth to a

child. Such a woman would do well to prolong her post-partum

period of recumbency for a couple of weeks beyond the usual time,

in order to avert the chances of the rej^roduction of the displace-

ment whilst the organ is still enlarged and heavy.

2. Bemoval of Co-existiiuj Morbid States.—Some practitioners

have fallen into the mistake of sujiposing, because cases of retrover-

sion occasionally are found without any marked disturbance being

produced, that the displacement never, under any circumstances,

causes distress or requires distinctive treatment. Now, whilst I

have only to state this opinion to show you its absurdity, I nuist
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warn you against a mistake you might be apt to make in an oppo-

site direction, if you were to undertake to rectify a retroverted

uterus, and overlook any co-existing morbid condition. I shall have

to i^oint out to you, in a little, how you may best treat a case of

retroversion where the uterus is hypertrophied. What I wish to

impress on you now, is the necessity of noticing, and using all appro-

priate means to reduce any chronic metritis, or other inflamma-

tory complication which may be present, before having recourse to

the reposition of the organ. Were you to attempt to replace a

retroverted uterus, in or around which there was inflammatoiy

action in progress, you would run the risk of aggravating the mis-

chief, without the jH'ospect of attaining any useful result. But,

after all the concomitant mischiefs have been remedied, you will

feel compelled to use means for the

3. Redoration of the Uterus to its Normal Situation.—Sometimes

you may replace the dislocated organ by means of one or two

fingers passed up l)eliind the cervix and pressing upon the

fundus wliilst the patient is laid somewhat in the prone position-

Ordinarily, you will be making use of the sound to perfect

your diagnosis ; and at the same time you will employ it as a

means of treatment for restoring the uterus to its proper place.

This you can do, as I have described, by simply turning the

sound on its axis. As its extremity revolves within the cavity of

the uterus it lifts up the fundus and leaves the uterus in its normal

situation (see Fig. 138). Some surgeons prefer to use a special

instrument for effecting the reposition, consisting of a sound,

furnished at two and a half inches from its extremity with a joint,

which allows of the point being set at various angles to the stem by

means of a screw or spring worked from the handle. It was

supposed that there was more safety in elevating the uterus by

means of an instrument which made no revolution in its interior
;

but I have never met with such difficulty in the restoration of any

uterus which I thought it needful to replace, as to tempt me to use

the special instrument instead of the ordinary sound. The sound

turns easily enough in a uterus which is not bound down by

inflammatory adhesions ; and such a uterus one need not attempt to

lift \\]> rapidly by means of any variety of repositor. The uterus,

however restored, in some few cases retains its place
; and, if the

patient keep carefully at rest for some time afterwards, she is

permanently cured. This is more likely to occur where the

dislocation is recent, and has been suddenly brought about. Usually,
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as I have hinted, the fundus falls back again as the sound is with-

drawn. Where this happens, and the condition is not of too long

standing, you may hope to succeed by replacing the uterus every

day or two with the sound, and keeping the patient quietly in bed

or on a couch. But even the repeated reposition of the organ does

not often suffice. The walls of the uterus have got thinned at the

point of flexion, and the supporting structures are all relaxed, and

you find that you make no progress unless you can adopt some

means for the

4. Betention of the Replaced Uterus.—-Various proposals have

been made for maintaining the uterus in situ until it should have

recovered its tone sufficiently to retain its position for itself, such as

the introduction of plugs into the rectum, or packing the roof of

the vagina with sponge or lint, or distending it with a bladder or

elastic bag. Cauteries and caustics have been applied to the pos-

terior aspect of the vaginal portion of the cervix uteri and to the

corresponding surface of the back wall of the vagina to bring about

their cohesion ; and plastic operations have been suggested for

effecting the same object, under the idea that the adhesion of the

cervix to the vaginal wall would tend to lift and keep up the

retroverted fundus and body of the uterus. But these proposals

have been almost completely eliminated from ordinary practice, and

the retention of the uterus is sought to be effected by means either

of vaginal or intra-uterine pessaries.

\st. Vaginal Pessaries.—In a large proportion of cases the uterus

can be supported, and all the symptoms of distress relieved by

making the patient wear a vaginal pessary. Dr. Meigs made great

use of a simple ring for this purpose ; but the so-called " lever
"

pessary proposed by Dr. Hodge of Philadelphia is greatly to be

preferred. It is a ring drawn out into an elongated shape, so as to

make it lie comfortably in the vagina—the two sides adajjted to

the lateral walls of the vagina, and keeping them gently on the

stretch, while the upper extremity lies behind the cervix uteri, and

is bent forward so as to keep up a constant pressure on the fundus

and body. The lower extremity has a slight curve in the ojjposite

direction, so that a lateral view of the instrument shows it to have

a sigmoid shape ; and the lower extremity is sometimes made open

like a horse-shoe, so as to avoid pressure on the urethra. The

instrument is usually made of vulcanite ; and if you have applied

one correctly adapted to any j^'ii'ticular case, the patient will

commonly be able to wear it for a long time without any incon-
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venience ; and whilst it keeps the organ steadily pressed upwards

it is found to present no obstacle to marital intercourse. Probably

there is no kind of vaginal pessary more widely used at present for

the relief of retroversion of the uterus than Professor Hodge's closed

or open lever pessaries. Before they were introduced into this

country I had begun to make use of the instrument which I now
show you (see Fig. 139). It was invented by a patient of my own—
a lady from Madeira. I

had treated her for retro-

version, and so far with

success that, soon after

returning home, she had

become enceinte. Subse-

quently to her confine-

ment, however, the retro-

version had returned, and

she had managed to pro-

cure relief for herself 1)y introducing into the vagina this kind of loop

pessary before coming back to see me. I have used it ever since in

innumerable cases, and with most satisfactory results. It is made

of gutta percha, which, as you know, becomes so soft when put into

boiling water that it can be moulded into any form. You will

make a pessary best by rolling a piece between the palms of the

hands until a solid ball has been made, quite smooth, and free from

all fissures and indentations on the surface. If now you make the

finger and thumb meet by forcing them through the substance of

it, you have a ring formed which is not liable to any solution of

continuity, and which you can widen and mould with the fingers

into any requisite size and conformation. During the process of

manipulation the gutta percha becomes gradually firmer, and when-

ever you have fashioned the instrument you must put it, whilst still

somewhat soft, into cold water, where, in a few minutes, it becomes

firm and fit for use. Let me warn you against making your vaginal

pessaries, whether for prolapsus or retroversion, of some of the speci-

mens of gutta percha that are sold in the shops. You will some-

times be offered material that has been greatly adulterated, and

which is so soft when boiled that it cannot easily be manufactured

into pessaries ; or tlic pessary softens and loses its shape with the

heat of the patient's body, and so falls out, or becomes useless. Most

of the sheet gutta percha is of this deteriorated kind. The best is

Fig. 139. Pessary for retroversion of tlie nteni.s.
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sold in solid sticks, more than an inch in thickness, and though it

is of a higher price, it is still so cheap that the j^essary made of it

is the most inexpensive variety you can employ, and it possesses the

advantage of being easily made at any time to fit any particular case.

The patient learns without the least difficulty to take it out for

herself occasionally at bed-time, and to oil and re-introduce it in the

morning. It lies with its broader extremity directed backwards to

the hollow of the sacrum, and its narrow extremity, which, as you

will perceive, is bent slightly but somewhat abruptly on the general

plane of the loop, lies immediately in front of the fourchette of the

vulva, with its concavity adapted to the mucous surface of the peri-

neum. My friend, Dr. Priestley, of London, modified the instrument

by having it made of vulcanite, and kept in situ by means of external

supports ; but if you choose good gutta percha for the manufacture

of the pessary, you will find that it is elastic enough to retain its

place perfectly well from the pressure of the vaginal walls, and the

patient can then go on wearing it, unconscious perhaps that she has

any foreign body in the vagina, except from the comfort which it

affords her.

2tZ. Intra-uterine Pessaries.—When you have replaced the uterus

by means of the sound, you cannot help wishing you could hold it

there long enough to let the organ recover its tone and retain its

proper set. But the question arises. Will the uterus bear the pre-

sence of a foreign body in its interior 1 Ex-

perience has replied that in properly selected

cases the intra-uterine pessary can be worn

without any drawback ; and for many years

before I had found a vaginal pessary that

would give relief I had recourse to the use

of the stem-pessary for the cure of retrover-

sion, and in many cases still we are forced to

use them where the vaginal instruments have

failed. You may introduce a simple stem-

pessary (see Fig. 140, a h d), resembling

that which I recommended to you for the cure of amenorrhcea,

only in this case the stem may be made of the same metal as

the bulb, of copper or of german silver. Or, if you please, the

Fis. 140.

Fig. 140. Intra-uterine stem-pessary, for tlie cure of retroflexion, a. Lower
or vaginal aspect of the bulb

;
b, upper surface of tlie bulb, on wliicb the cervix

rests
;

d, intra-uterine portion, or stem
;

c, point of the staff used to facilitate

the introduction.
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whole instrument may be made of vulcanite, as some gynecologists

believe that the lighter material makes it more likely to remain

within the uterus. It may be introduced with the fingers

alone, or with the aid of the staff (c). In some cases it has a

tendency to fall down, or in cases of

long-standing retroversion the uterus

may fall backwards, with the instru-

ment in its cavity. Flexion of the

uterus on itself is rectified, but the

version of the entire organ may remain.

I tried at one time to overcome the trrrr=?<' V---
''

a'

difficulty by adapting the stem, by

means of a spring, to a metallic ring

in the vagina (see Fig. 141). Now,

however, I commonly introduce a small

vagmal pessary under the intra-uterine one, with the good result

in many cases of alike preventing the instrument falling out, and

the uterus from falling backwards.

It is mainly in those cases, how-

ever, where the uterus is bunt on

itself, whilst the cervix remains

in its normal situation, that the

simple stem -pessary does good-

Where the whole organ inclines

to fall backwards, the flexion

taking place, as I have said, in

the upper end of the vagina, you

recpiire to have the intra-uterine

pessary and the uterus kept in

position by another arrangement

such as I now show you (see

Fig. 142). You pass the stem

/, of the utero-vaginal portion / (j A, of the instrument into the

cavity, c, of the retroverted uterus, rf, as you do a sound, and replace

it in the same way as you would replace it with the sound. You

Fig. 141. Spring pessary, for retroversion.

Fig. 142. Wire-pessary for reteoversion of the uterus, cl is the outline of

the uterus, in the cavity, of which lies the intra-uterine stem, /, of the pes.sary';

g is the Lulb on which the cervix uteri rests, and should have been represented

as of greater relative breadth ; 7i is a flattened tube which passes through the

vagina, and to which there is adapted a stilet, r
; the stilet is fixed by a wire

frame, a h, which is adapted to the pnbes.

Fig. 142.
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then bend back the wire frame, a b, on the stilet c, in order to be

able to slip the stilet into the tubular portion, h, of the utero-

vaginal half of the apparatus ; and finally j^ou adapt the ex-

panded upper extremity, a, of the flexible wire to the anterior

surface of the pubes. It takes a sufficient hold over the mons

veneris to keep the entire apparatus in its proper position ; and in

this way I have often succeeded, when other means had failed, to

relieve the patient's symptoms. One sometimes sees a retroversion

cured after the instrument has been worn for two or three weeks
;

in other cases not till after many months have elapsed. In some

instances the retroversion returns, even when it has been worn for

some years. You would only employ it where other means have

failed
;
you would never dare to apply it where there was any inflam-

matory action present ; and you would remove it at once on the

supervention of any inflammatory symptoms. But it need not be

removed during the menstrual period, for the catamenial discharge

is not greatly, often not at all, increased from its presence ; and

dysmenorrhoea is usually in abeyance when the uterus is kept

straight. Various modifications of the intra-uterine and utero-

vaginal pessaries have been employed by different practitioners in

England and on the Continent, but I have not been convinced that

they offer any advantage over those which I have described to you.

5. Use of the Sponge-tent.—My excellent friend. Dr. Moir, has

made an ingenious suggestion for the treatment of obstinate retro-

versions, which is more especially useful where the displacement is

complicated with hypertrophy, and which I have several times

employed with good results. You introduce a sponge or tangle

tent into the cavity of the uterus, which becomes at once straight-

ened and expanded, and the organ thus rectified is more likely, on

contracting, to retain its proper situation
;

or, if you fear a recur-

rence of the displacement, you may make it contract on a stem-

pessary passed into its interior. We see cure of retroversion

occurring subsequently to a confinement or a miscarriage, where the

position of the uterus is attended to, and the patient kept at rest
;

and the temporary enlargement of the uterus by means of the

sponge-tent, and its subsequent involution, is thus an imitation of

nature's only and but too rare method of rectifying the retroverted

uterus.
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ABDOMEN—sympathetic pain in wall of,

15
;

change in form of, in spurious

pregnancy, 370.

Aliscess—pelvic. See under Pelvic Cellu-

litis.—Of the labia pudendi, lecture on

(XVII.), 286.— Secondaiy, in surgical

fever, 312.

Acids used as caustics, 193.
Acne—symptoinatic of uterine disease, 20,

617 ; treatment of, 624 ; of cervix

uteri, 742.

Aconite—use of, in fever, 334.

Acupressure—use of, in ovariotomy, 504,

506.

^GiNETA, Paijlus—on definition of pes-

saries, 633.

Alkalies used as caustics, 193.

Amenorrhoea— lectui-e on (XXXVIII.)
597, (XXXIX.) 612, (XL.) 620,
(XLI.) 632 ; from closure of vagina,

256 ; in ovarian disease, 410 ; in sub-

peritoneal fibroids, 675
;
symptomatic

of perimetritis, 738.

Amnion—dropsy of, 431.

Amputation—of cervix uteri, 169 ; mode
of performing, 170

;
dangers of, 173

;

advantages of, 176—of mamma, 184
;

results of, 186—of bones of coccyx,

203—of thigh, table of mortality of,

301.

Anaemia—from disease of uterus, 22 ; in

cancer, 151 ; in amenorrha5a, 609, 615
;

treatment of, 625 ; in fibroid tumours,

676 ; in polypi, 714.

Anesthesia—superinduction of, in uterine

diagnosis, 29
;

local, by freezing, etc.,

157 ; use of, in spurious pregnancy, 376.

Andp.al—on relation between menstrua-

tion and respiration, 19, 618.

Anteversion and Anteflexion of uterus,

765.

Antiphlogistics—in pelvic cellulitis, 79
;

in pelvic peritonitis, 117 ; in lirema-

tocele, 132 ; in surgical fever, 321 ; in

phlegmasia dolens, 360 ; in chronic

metritis, 747 ; in prolapsus uteri, 758.

Antiseptics—to jirevent svirgical fever,

330.

Anus—fissure of, its treatment, 271
;

treatment of fistula in, with tincture of

iodine, 289.

Aran—pelvic inflammation, 96 (^aote),

106.

Archigenes—on pelvic abscess, 59, 92.

Arrows—caustic, of Maisonneuve, 196 ; for

interior of uterus, 749.

Arsenic—use of, as an escharotic, 194
;

use in cutaneous eruptions, 625 ; in

mucou.s eruptions, 734.

Ascites—distinction from ovarian di'opsy,

423.

Auscultation—use of, in spurious preg-

nancy, 374 ; fibroid tumours, 422, 681.

Asthma in disease of uterus, 19 ; cases of

asthma uterinum, 618 ; treatment of,

621.

Atlee—on gastrotomy, 096.

AvELlNG — on removal of intra-uterine

polypi, 726.

BAILLIE—on fibroid tumour of the cer-

vix, 666.

Bainbridge—treatment of ovarian dropsy,

457.

Bartholini, glands of—inflammation in,

286.

Bavle—statistics of fibroid tumours, 650.

Becquerel— case of FaUopian tube

di-opsy, 551.

Belladonna—use of, in pelvic cellulitis, 83.

Bellini— operation for cure of prolapsus

uteri, 762.

Bernutz—on pelvic peritonitis, 94 ; on
hematocele, 126.

Bismuth, apijlication of, to uterus, 750.

Blackball—case of albuminuria, 561.

Bladder—functional derangement of, in

uterine disease, 11, 17 ;
fistula, 30

;

alfeotion of, in pelvic cellulitis, 70 ;

cancer of, 144 ; distension of, mistaken
for ovarian dropsy, 435 ; interference

with, by fibroids, 677 ;
displacement of,

in prolapsus uteri, 753 ; interference

with functions of, in retroversion of

uterus, 769.

Blood—effusions of, in pelvis, 121; poison-

ing of, in surgical fever, 309 ; in puer-

pei'al fever, 324 ; measures to correct
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poisoning of, 329 ; in phlegmasia dolens,

344.

Blood-letting—in pelvic inflammation, 79
;

in chronic metritis, 747.

Blundell—treatment of ovarian drops}',

457.

Bonnet—on pus in Fallopian tube, 546.

BoTER—on excision of mamma, 184 ; the

treatment of fissure, 272.

Bo/EMAN—operation for vesico-vaginal

fistula, 49.

Bkight—on ovarian tumours, 629.

Bristowe— on pathology of fibroid tu-

mours, 663.

Broad ligament—inflammation in, 59
;

hematoma in, 127.

Brodie—on use of caustics, 190.

Bromide. See rander Potassium, 242.

Brown, Baker—knife for vesico-vaginal

fistula, 42
;

application of pressure to

ovarian tumours, 443
;

operation for

ruptured perineum, 653.

Brunninghausen—midwifery forceps of,

527.

BuRDACH—on vicariou.s respiration, 618.

Burns—on vaginismus, 284 ; on phleg-

masia dolens, 343.

CiESAREAN operation—cases requiring,

513.

Camphor—use of, in dysmenorrhcea, 236.

Cancer. See under Carcinoma,

Canquoin—his caustic, 194.

Carbonic acid—application to vagina, 157
;

inhalation of, in asthma, 691.

Carcinoma—of uterus, reflex pain from,

13
;
causing fistula, 33 ; simulated by

cellulitis, 65 ; lecture on (VIII.), 140,

(IX.) 155, (X.) 168, (XI.) 183 ;
fatality

of, 140 ; differential diagnosis from

leucorrhcea, 732 ; differential diagnosis

from simple ulcers, 745 ; differential

diagnosis from retroversion of the

uteru.s, 773.—Of ovary, 399.—Of Fal-

lopian tubes, 541.

Caruncles, urethral—sympathetic pain in,

13 ; lecture on (XVI.), 273.

Catheter, sigmoid, for vesico-vaginal fis-

tula, 53.

Cauliflower excrescence—nature of, 149
;

intra-uterine, 431
;
appearance of, 710.

Caustics—use of, in carcinoma, 183 ; are

tliey preferable to knife? 187 ; varieties

of, 193
;
injection of, into tumours, 197;

application of, to interior of uterus, 244,

740 ; use of, in fibroids, 702 ; in mu-
cous polypi, 727; application of, to cer-

vix uteri, 748.

Cautery—use of, in vesico-vaginal fistula,

35 ; use of, for urethral caruncles, 282
;

application to uterine polypi, 727 ; use
of, in retroversion of the uterus, 776.

Cellulitis, pelvic—lecture on (IV.) 59,

(V.) 79 ; distinction from hematocele,

131 ; distinction from fibroid tumours,

687 ; distinction from retroversion,

773.
.

Cephalotripsy—in -ohstructed labour, 513.

Cerium—oxalate of, as an anti-emetic, 391.

Cervix uteri— ulceration of, causing va-

ginal pain, 16 ; cancer of, 143 ; chrortic

inflammation of, distinguished from
cancer, 152, 745

;
amputation of, 169

;

risks of amputation, 173 ; ulceration of,

treated with sulphate of zinc, 202
;

inflammation of, causing dysmenorrhcea,

229 ; contraction of, causing dysmenor-
rhcea, 234 ; dilatation of canal, 245

;

division of, in dysmenorrhcea, 253 ; am-
putation of, followed by spurious preg-

nancy, 380 ; division of, in fibroids,

703 ; chronic inflammation of, lecture

(XLVIII.) on, 741
;
elongation of, 753

;

amputation of elongated, 762.

Chassaignac—his ecraseur, 171.

Chevers—on causes of death after opera-

tions, 302.

Chloric ether—in dysmenorrhcea, 236.

Chloroform—liniment, 83 ; local applica-

tion of vapour to uterus, 157 ; inhala-

tion of, in cancer, 160 ; use of, in dys-

menorrhcea, 236 ; local application to

skin, 240 ; use of, in peritonitis, 335
;

administration of, in spurious pregnancy,

376 ; use of, in puerjio-al mania, 578.

Churchill— on pelvic cellulitis, 60.

Clamp for securing ovarian pedicle, 505.

CiLARKE, Sir Charles— case of fibroid

tumour, 691.

Clavus hystericus in uterine disease, 16.

Clay—on ovariotomy, 485.

Coocygodynia—lecture on (XII.), 202.

Coccyx—pain of, 202
;
anatomy of, 207

;

injuries of, in laboui', 213
;
surgical in-

juries of, 215 ; malformations of, 216
;

deficient development of, 217 ; tumours
of, 218.

CoGHiLL—metallic suture-twister, 51.

Collapse—after pelvic operations, 174.

Collins—statistics of forceps and cranio-

tomy, 516, 518 ; on frequency of cel-

lulitis, 767.

Colloid tumours of ovary, 398.

Coninm—in pelvic peritonitis, 120.

Convulsions— relation of puerperal, to

mania, 564.

Cook—on dilatation of the uterus, 246.

Cooper, Sir Astley— diagnosis of sup-

puration, 71.

CoPELAND—on the treatment of fissure,

272.

Cranioclasm—lecture (XXXIIL), 510; first

case with Dr. Burns, 531
;
experiments

with, 532 ; illustrative cases, 533.
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Craniotomy—in oljstructed labour, 512.

Ckuveilhier—on peritonitis from pelvic

abscess, 68 ; on fibroid tumour under-

going spontaneous enucleation, 672
;

proposal for extirpation of uterus, 762.

Cystocele—distinction from prolapsus uteri,

756.

DAVIS—on incurability of vesico-vaginal

fistula, 34 ; on phlegmasia dolens, 342.

Decidua—dysnienorrhceal membrane re-

sembling, 232.

Desault — curability of vesico-vaginal

fistula, 35.

Dewees—on carbonic acid gas, 158.

Diagnosis— lecture (I.) on uterine, 1
;

surgical, 6
;

medical, 7 ; means of

physical, 28 ; of vesico-vaginal fis-

tula, 33 ; of pelvic cellulitis, 69 ; of

pelvic peritonitis, 112 ; of hematocele,

129 ; of carcinoma, 152, 745 ; of dys-

menorrlicea, 235
;
differential, in ovarian

tumours, 415 ; of Fallopian tube dropsy,

547
;

differential, of, 548 ; of sub-in-

volution, 590 ; of superinvolutiou, 602
;

of fibroid tumours, 684 ; of vaginal and
intra-uterine polypi, 716 ; of ulcerations

of cervix, 744 ; of prolapsus uteri, 757
;

of retroversion, 770.

DlEFFENBACH— use of metallic sutui'es, 38.

Diet preparatory to operations, 321 ; in

chronic metritis, 746.

Discutients—use of, in hematocele, 134;
vise of, in fibroid tumours of the uterus,

691.

DocHEETT—on pelvic cellulitis, 60.

Dropsy—of ovary, lecture on (XXV.) 394,

(XXVI.) 409, (XXVII.) 429, (XXVIII.)
443, (XXIX.) 451, (XXX.) 463,

(XXXI.) 483—of uterus, 431—of Fal-

lopian tube (XXXIV.), 539.

Drugs— pleasant, administration of, in

amenorrhoea, 628.

DuPUYTREN— on amputation of cervix

uteri, 169 ; case of spurious pregnancy,

381 ; on excision of polypi, 724.

Dyce— on excision of polypi, 724.

Dynamical symptoms of uterine disease,

9 ; in neighbouring organs, II ; value

of, 23.

Dysnienorrhcea—lecture on (XIII.) 225,
(XIV.) 239 ; in occlusion of vagina,

264
;
membranous, 364 ; in disease of

ovary, 411 ; in fibroid tumours, 675
;

from chronic endometritis, 737, 739
;

from cervicitis, 743 ; in retroversion of

uterus, 769.

Dysuria— in uterine disease, 11 ; in pelvic

cellulitis, 70 ; in pelvic peritonitis, 191
;

relief of, 162; in ovarian disease, 412
;

in ulceration of cervix, 744 ; in prolap-

sus uteri, 753.

ECRASEUR—amputation of cervix utei'i

with, 171
;
amputation of polypi with,

725.

Elytroraphy for cure of prolapsus uteri,

760.

Embolism—a cause of secondary abscesses,

312.

Endometritis—cause of pelvic peritonitis,

106
;
chronic, 736. See under Metritis.

Enucleation—spontaneous, of fibroid tu-

mours, 672 ;
artificial, of fibroid tu-

mours, 696.

Episioraphy— description of operation,

653 ; for prolapsus uteri, 760.

Eruptions—of skin, in uterine disease, 20,

617 ; treatment of, 624 — in genital

canals, 730 ; on cervix uteri, 741 ; of

cervix uteri, 741.

Escharotics. See Caustics.

EsQUiROL— table of date of attack of

puerperal mania, 557.

Exploring-needle—use in uterine diagno-

sis, 29 ; use in pelvic cellulitis, 72
;

in hematocele, 131.

Eye—diagnosis of disease of, 6.

FALLOPIAN TUBE—hemorrhage from

inflammation of, 107, 126
;
dropsy of,

lecture on (XXXIV.), 539 ; inflammation

of, 542
;
hemorrhage into, 543; dropsy

of, 543 ; causes of dropsy of, 544 ; treat-

ment of dropsy of, 553
;

tapping in

drop.sy of, 553.

Farre—on cancer of uterus, 147.

Fell—use of caiistics, 195.

Fever—inflammatory, in jjelvic cellulitis,

69 ;
hectic, in pelvic cellulitis, 71 ; in

pelvic peritonitis, 101
;
surgical, after

amputation of cervix uteri, 176 ; sur-

gical, lecture on (XVIII.) 296, (XIX.)

308, (XX.) 319
;
similarity of puerperal

to surgical fever, 304
;
danger of, in the

puerperal woman, 324.

Fibroid tumours — variability of symp-
toms, 25 ; diff'erential diagnosis from
ovarian tumours, 420 ; of Fallopian

tubes, 540 ; lecture on (XLIIL) 659,

(XLIV.) 670, (XLV.) 683; distinction

from retroversion of tlie uterus, 773.

Fistula— vesico-vaginal, lecture on (II.)

30, (III.) 40
;

vesico-uterine, 33, 67
;

tincture of iodine injections in, 91
;

from cancer, 144 ; in vulva, 288.

Fluor albus. See under Leucorrhcea.

FocK—on mortality after tapping, 449.

Forceps in obstructed labour, 511.

Francis— on silver sutures for vesico-

vaginal fistula, 57.

Frerichs— opinion regarding puerpera
convulsions, 565.

Functions of uterus—derangements of, in

uterine disease, 9; indiseaseof ovary,41 0.
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Fuadus uteri. See under Uterus.

GALVANISM—use of, in late stages of

phlegmasia dolens, 362 ; use of, in

ovarian tunioui's, 481 ; use of, in amen-
orrhcea, 647.

Galvaiio-cauter—use of, in fistula, 32
;

amputation of cervix uteri with, 173 ;

Tise of, in urethral caruncles, 282 ; am-
putation of polypi with, 725.

Garratt—on electricity and galvanism,

640.

Gastrotomy—in fibroid tumours of uterus,

695.

Gonorrhoea causing pelvic peritonitis. 111.

GoocH—on puerperal mania, 571 ; on
diagnosis of polypi from inverted

uterus, 717 ; his treatment of polypi,

723.

Good— on pseudocyesis, 362, 366.

Gordon—case of fibroid tumour of Fal-

lopian tube, 540.

GossETT—operation for vesico-vaginal fis-

tula, 55.

Gout—causing dysmenorrhcea, 229 ; treat-

ment of goiTty dysmenorrhcea, 242.

Gregory— on the disputes between Ben-
jamin and John Bell, 300.

GuERiN—treatment of ovarian dropsy,

457.

Gutta-percha—manufacture of pessaries

from, 777.

HALL, MARSHALL—on iron as an em-
menagogue, 626 ; radical cure of prolap-

sus uteri, 760.

Hamilton—incurability of vesico-vaginal

fistida, 34 ; case of si^urious pregnancy,

368 ; medical treatment of ovarian

disease, 438 ; case of craniotomy, 525
;

on retroversion of the unimpregnated
uterus, 767.

Harder—jon dropsy of the Fallopian

tube, 546.

Harvey — on spurious pregnancy in

bitches, 367.

Heart—sympathetic affection in preg-

nancy, 18.

Hematocele— differential diagnosis from

pelvic peritonitis, 115 ; lectureon (VII.),

121 ; distinction from retroversion of

the uterus, 773.

Hematoma—peri-uterine, see under Hema-
tocele—of vagina, 136.

Hemorrhage—after ovariotomy, 509 ; in

fibroids, means of checking, 702 ; in

uterine polypi, 714.

Hemorrhoids—caseof, cured byj)erchloride

of iron, 164.

Hemostatics—use of, in hematocele, 132.

Hernia—mistaken for abscess, 73 ; mor-
tality after operation for, 302.

Herpes—of labia, 289 ; of os uteri, 742.

Heyerdahl—on pelvic cellulitis, 108.

Hodge—his lever pessaries, 776.

Hooper—on inflammation of Fallopian

tubes, 544 ; case of Fallopian tube
dropsy, 545.

Hospitals—development of surgical fever

in, 325.

Huguier—on inflammation of Bartholiui's

glands, 287.

Hydatids— distinction of, from ovarian

disease, 426.

Hydrocele—treatment of, with iron wire,

466.

Hydrometra— distinction from ovarian

dropsy, 431.

Hydronephrosis—in carcinoma utein, 144.

Hymen—imperforate, 262.

Hypertroi^hy of uterus—see under Sub-

mvolution ; from inflammation, 737 ;

of cervix uteri, 743.

Hypochondriasis, puerperal, 582 ; tinc-

ture of actea in, 582.

Hysterotomy—in dysmenorrhcea and steri-

lity, 253 ; in fibroid tumours of the

uterus, 703.

INFLAMMATION—chronic, of uterus,

736. See under Metritis.

Ingleby— opinions regarding puerperal

convulsions, 565.

Injections—intra-uterine, dangers of, 245

;

vaginal, 734 ; use of intra-uterine, in

chronic metritis, 740.

Insanity—in uterine disease, 20. See

under Mania.

Intestines—functional derangements of, in

uterine disease, 17 ; faecal collections

in, 427
;
displacement of, in prolapsus

uteri, 754.

Inversion of uterus—mode of production,

717
;
symptoms, 717 ; distinction from

fibroid tumours, 718 ; distinction from
prolapsus uteri, 757.

Iodine—injection of tincture of, in fistula,

91 ; in abscesses, 92 ; in fistula, 289
;

in ovarian dropsy, 463 ; use of, in ul-

ceration of cervix, 748.

Iron—perchloride of, as a hemostatic, 164
;

injection of perchloride of, into tumom's,

198 ; use of perchloride of, as an es-

charotio, 200 ; use of, in neuralgia, 241
;

muriate of, as a prophylactic against

surgical fever, 324 ; internal adminis-

tration of, 389 ; saturated solution of

perchloride of, in glycerine, 702 ; use of

perchloride of, in ulceration of cervix,

748.

JACOB—on coccjrgeal tumours, 217.

JoBERT—operation for vesico-vaginal fis-

tula, 36.
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Joints, sympathetic pains in, 15
;
Young's

case of loose cartilage in knee, 320.

KEILLER—case of spurious pregnancy,

369 ; case of cranioclasni, 534.

Kidneys—distension of, in carcinoma uteri,

144 ;
movable, mistaken for ovarian

dropsy, 434.

KiLtAN—cephalotribe, 523.

KiwiscH—on phlegmasia dolens, 343
;

on mortality after tapping, 450.

Knee-joint, reflex pain in, 16.

LABATT— case of .spurious pregnancy,

368.

Labour-— tedious, as a cause of fistula,

32
;
complicated with hematoma vaginae,

137 ; condition of os uteri after, 252
;

followed by occlusion of the vagina,

257 ; rules for man.agement of, in con-

traction of vagina, 267
;

obstructed,

modes of delivery in, 510
;

injuries of

coccyx in, 213
;

premature induction

of, 514; inversion of uterus after, 717
;

effects of chronic metritis on, 738
;

retroversion of vaterus after, 766.

Laceration of perineum, lecture (XLII.)
on, 644.

Lallumande—operation for vesico-vaginal

fistula, 36
;

ijelvic hematocele, 126
;

porte-castique, 244.

Landolphi—use of chloride of bromine,

194.

Langenbeck—extirpation of uterus, 703.

Ladgier— operation for vesico-vaginal fis-

tula, 36.

Leeches—application to uterus, 80 ; in

chronic metritis, 747.

Lee—on phlegmasia dolens, 342 ; on use

of speculum in displacements, 770.

LeucorrhcBa—a symptom of uterine disease,

10 ; in pelvic peritonitis, 101 ; in can-

cer, 151 ; treatment of cancerous, 165
;

results of, in children, 259
;

infantile,

291 ; in fibroid tumours, 676 ; in

polypi, 714 ; lecture on (XLVII.), 728
;

symptomatic of endometritis, 738 ; in

disease of cervix, 744.

Lever—on puerperal mania, 562.

Ijigature—application of, to urethral car-

uncles, 281 ; of arteries, mortality from,

302, 495 ; of polypi, 723.

LiSFRANC—on amputation of cervix uteil,

169.

Liver—derangements of, in irterine disease,

18
;
enlargement of, mistaken for ovarian

tumour, 432.

LiZARS—cases of ovariotomy, 485.

Lochia—suppression of, in phlegmasia; 343.

LococK—use of bromide of potassium,

692 ; treatment of mucous polypi, 727.

Loins—sympathetic pains in, 15.
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MACFARLANE—on excision of mamnia,
184.

Mackintosh—his leeching-tubes, SI ; on
obstructive dysmenorrlicea, 233 ; his

uterine dilators, 245.

M'Clintock—on pelvic cellulitis, 63 {note),

75 ; on frequency of cellulitis, 767.

M'DowELL, Ephraim—on ovariotomy,

485.

Maisonneuve—his caustic arrows, 196.

Mamma—sympathetic p)ains in, from uter-

ine disease, 14 ; carcinoma of, 183
;

changes of, in spurious pregnancy, 370.

Mania, puerperal—lecture on (XXXV.

)

555, (XXXVI.) 570 ; case of, 555
;

period of occurrence, 556
;

Esquirol's

table, 557
;
etiology of, 557 ;

pathology

of, 558 ; chloroform in, 560 ; con-

nection with albuminuria, 561
;

pro-

positions regarding its connection with

albuminuria, 563 ; in first deliveries,

566
;
symptoms of, 568

;
dangers in,

570
;
pulse in, 570 ; treatment of, 572

;

ancient hospitals for, 573 ; ancient

treatment of, 574
;
bleeding in, 575

;

vascular sedatives, 575
;

opium in,

577 ; chloroform in, 578
;
depurants in,

579 ; restraint in, 581.

Marchal de Calvi—on pelvic cellulitis,

59.

Marshall—on galvano-cauterisation, 173.

Mayo—on excision of mamma, 184.

Meckel—on double monsters, 220.

Medullary cancer. See nnder Carcinoma.

Meigs—mortality after tapping, 450 ; his

ring for displacement of uterus, 776.

Meissner—operation of Fallopian tube

dropsy, 552.

Menori-hagia—symptom of disease, 10 ; in

cancer, 150 ; means of arresting, 163
;

case of, 202
;

symptomatic of fibroid

tumours, 676 ; treatment of, 701
;

symptomatic of polypi, 714 ; in chronic

metritis, 738 ; from cervicitis, 744 ; in

retroversion of uterus, 769.

Menstruation—aggravation of symptoms
of uterine disease during, 21

;
pelvic

inflammation from arrested, 109 ; for-

mation of hematocele during, 127 ;

painful (see under Dysmenorrhoea), 225
;

alteration during spurious pregnancy,

364 ; disturbance of, in ovarian dropsy,

410 ; disturbance of, in flljroid tumours
of uterus, 675 ; disturbance of, in

chronic metritis, 738, 743 ; disturb-

ance of, in retroversion of uterus, 769.

Mercury—use in inflammation, 82
;
per-

nitrate of, as an escharotic, 194
; pes-

saries of, in membranous dysmenorrhcea,

243 ; in ovarian tumours, 438.

Metritis— a cause of subinvolution, 589
;

lecture (XLVIII.) on chronic, 736 ;

E



786 INDEX.

parenchymatous, 737 ; a cause of retro-

version, 766.

Metrotome, ^figure and description of,

254.

Metrorrhagia— in pelvic peritonitis, 103
;

in fibroid tumours, 676 ; in uterine

polypi, 714.

Mettauer—use of metallic sutures, 38, 49.

MlDDELDOEPF—his galvano-cauter, 173.

Mineral springs— use of, in treatment of

fibroid tumours, 692 ; in chronic metri-

tis, 740.

Moir—case of ruptured perineum, 651
;

his treatment of retroversion of the

uterus, 78,0.

MojON—on carbonic acid gas as an anses-

thetic, 237.

MoNBODDO—his fancy about human tails,

207.

.
Monstrosity—by inclusion, 218.

Montgomery— on spurious pregnancy,

365.

Morpht—scissor-pointed craniotomy for-

ceps, 527.

Myomata or muscle-tumours, 663 (see

under Fibroid Tumours).

NAEGBLE—operation for vesico-vagrnal

fistula, 36 ; his perforator compared with
Smellie's, 526.

Nelaton—on pelvic hematocele, 126.

Nervous system—sympathetic afl'ections

of, in uterine disease, 20.

Neuralgia—ovarian, 227
;

uterine, 228
;

treatment of, 241 ; of vulva, 284.

Neuromata—of vulva, 283.

Noma—its nature and treatment, 293.

NoNAT—on pelvic inflammation, 95.

OLDHAM—on ovarian pain, 228.

Omentum—disease of, distinguished from
ovarian tumour, 426.

Opium—use of, in pelvic cellulitis, 83 ; use

of, in dysmenorrhoea, 236 ; use of, in

surgical fever, 322 ; in spurious preg-

nancy, 387 ; in puerperal mania, 577.

OsiANDER—on amputation of cervix uteri,

169.

Ovariotomy— lecture on (XXXI.), 483;
(XXXII.), 497 ; cases requiring, 497

;

mode of operation, 500
;

Spencer

Wells' operating table, 501 ;
oj^eration,

stages of, 502
;
incision, evacuation of

cyst, 503
;
separations of adhesions, 503

;

management of pedicle, 504 ; mode of

securing, 504
;
acupressure in, 506.

Ovary— inflammation of, 106 ; case of

inflammation, 109 ;
dysmenorrhcea from

affections of, 227 ; treatment of inflam-

mation of, 241
;
dropsy of, death after

tapping for, 297 ; disease of, confounded
with spurious pregnancy, 365 ; disease

|

of, causing spurious pregnancy, 381
;

structure of, 395
;

displacement of,

413; dropsy of, lecture on (XXV.)
394, (XXVI.) 409, (XXVII.) 429,

(XXVIII.) 443, (XXIX.) 451, (XXX.)
463, (XXXI.) 483, (XXXII.) 497

;

distinction of tumours of, from fibroid

tumours, 685 ; distinction of tumours
of, from retroversion of uterus, 773.

PAGET—on cancer, 147 ; on pathology

of fibroid tumours, 662.

Pain—sympathetic in uterine disease, 12
;

in pelvic cellulitis, 69 ; of cancer, 149
;

of cancer, means of relieving, 156 ; in

the coccyx, 203
;
during menstruation

(see under Dysmenorrhcea), cause of,

234 ; in phlegmasia dolens, 341 ; in

fibroid tumours, 677 ; in chronic metritis,

737, 739 ; in cervicitis, 744.

Palpitation—symiaatheticofuterine disease,

18.

Paracentesis. See under Tapping.

Paralysis—local, from uterine disease, 20.

Parametritis (see under Pelvic cellulitis),

59
;
origin of name, 94 {note).

Parturition. See under Labour.

Pedicle—management of, in ovariotomy,

504 ; ecraseur for dividing, 505
;
clamp

for securing, 505.

Pelvic abscess. See under Pelvic cellulitis.

From cancer, 144.

Pelvic cellulitis— lecture on (IV.) 59,

(V.) 79 ; distinction from retroversion

of uterus, 773.

Pelvic hematocele, or hematoma—lecture

on (VIL), 121.

Pelvic peritonitis—lecture on (VI.), 94
;

distinction from retroversion of the

uterus, 773.

Pereira—on carbonic acid gas, 158.

Perimetritis. See under Pelvic peritonitis.

Chronic, 736.

Perineum—rupture of, lecture (XLIII.)

on, 644 ;
operation on, in prolapsus

uteri, 760.

Peritoneum—injury of, in amputation of

cervix uteri, 175 ; ovarian tumour
opening into, 456.

Peritonitis. See under Pelvic peritonitis-

simulated, 15 ; use of chloroform in,

335.

Pessary—intra-u ferine, use of, in amenor-

rhoea, 19, 637 ; fistula from use of vagi-

nal, 32 ; medicated—in pelvic cellulitis,

84 ; in hematocele, 134 ; nature and

iise in pain of cancer, 156 ; in cancerous

leucorrhcea, 165 ; use of intra-uterine,

in dysmenorrhoea, 250 ; in amenorrhoea,

633 ; method of introduction of intra-

uterine, 637
;

galvanic, 643 ; use

of medicated, in ulceration of cervix,
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748
;

vaginal, for prolapsus uteri, 759
;

vaginal, use of, in retroversion of uterus,

774 ; how to be made of gutta percba,

777
;

intra-uterine, varieties of, for cure

of retroversion, 778.

Phlebitis. See under Phlegmasia.

Phlegmasia dolens, lecture on (XXL), 339
;

(XXII.), 352.

Phlegmon—peri-uterine, 59.

Physical diagnosis—means of, 28.

Piles— case of, cured by perchloride of

iron, 164.

Pills—coating of, 629.

Placenta previa— cause of, 738.

Polypi—of the uterus, lecture (XLVI.) on,

704 ; treatment of, lecture (XLVII.) on,

722 ; distinction from prolapsus uteri,

757.

Polyptorae—description of, 724.

Potassa fusa—as a caustic, 193
;
applica-

tion to cervix uteri in cancer, 199
;
ap-

plication in cases of cervicitis, 749.

Potassium, bromide of— use of, in dys-

menon-hcea, 242 ; in spurious preg-

nancy, 385 ; in fibroid tumours, 692
;

observations of Sir Charles Locock on,

692 ; dose of, in fibroid tumours, 693.

Pott—case of excision of ovaries, 484.

Pregnancy—variability of symptoms, 24
;

Spurious, lecture on (XXIII.) 363,

(XXIV.) 379 ; distinction from ovarian

dropsy, 418 ; distinction from fibroid

tumours, 683 ; distinction from retro-

version of uterus, 772; extra-uterine, dis-

tinction from retroversion of uterus, 773.
Priestley—his retroversion pessary, 778.

Procidentia. See under Prolapsus uteri.

Progression—impaired power of, in retro-

version of uterus, 763, 770.

Prolapsus uteri—lecture (XLIX.) on, 751.

Prophylaxis.—against surgical fever, 322,

327.

Prostate—its analogue in the female, 280.

Prurigo—nature and treatment, 294.

Pseudocyesis. See Pregnancy, Spurious.

Pudenda—varix of, 137 ; abscess of labia,

lecture on (XVII.), 286
;
cysts in labia,

286
;
partial closure of, for cure of pro-

lajisus uteri, 760.

Puerperal convulsion. See under Convul-

sions.

Puerperal hypochondriasis. See under
Hypocliondriasis.

Puerperal mania. See under Mania.

Puerperal pelvic inflammation, 63 ; case

of, 99.

Puerperal fever— distinction from peri-

tonitis, 106
;

analogy with surgical

fever, 302
;
organs atfected during, 304

;

due to scarlatina, etc., 324
;
contagious-

ness of, 327.

Pyasmia—after surgical operations 310.

QUEVENNE—on the effects of iron, 627.

RAMSBOTHAM — on dilatation of oc-

cluded vagina, 265.

Rational symptoms of uterine disease, 9
;

value of, 23.

Rayer—experiments of, on calcification

of fibrous tissues, 695.

Recamier— his curette, 702.

Rectum—deranged functions of, in uterine

disease, 11 ; in pelvic cellulitis, 70
;

cancer of, 144
;
derangement of func-

tions of, in fibroid tumours, 677 ; dis-

placement of, in prolapsus uteri, 753,

757 ; interference with functions of, in

retroversion of uterus, 770 ; disease of,

distinguished from retroversion, 773.

Reid—on mortality of excision of mamma,
187 ; on structure of urethral caruncles,

276.

Respiration—derangement of, in uterine

disease, 19.

Retroversion of uterus—differential dia-

gnosis from ovarian dropsy, 417 ; dif-

ferential diagnosis from fibroid tumours,

687 ; lecture (L.) on, 764.

Rheumatism — causing dysmenorrhoea,

229 ; treatment of, 242.

RiGBY—on the treatment of retroversion of

the uterus, 774.

RoBERTON—on amenorrhcea, 608.

RoKlTANSKY—on cancer of uterus, 147.

RooNHUYSE—cure of vesico-vaginal fistula,

35.

Roux—on mortality of excision of mamma,
187.

RusplNi's styptic, use of, in nicnorrhagia,

694.

Rupture of perineum—recent treatment

of, 651 ; different opinion regarding

treatment of, 650
;

opei'atiou for resto-

ration of, 653.

SALIVATION—in uterine disease, 21.

ScANZONi—fatty degenei'ation of uterus

in pelvic peritonitis, 97 ; on vaginal

tapping of ovarian tumours, 465 ;
cepha-

lotribe of, 537.

Scirrhus. See under Carcinoma.
Season—influence of, on mortality of opera-

tions, 326.

Seymour—on puerperal hypochondriasis,

583.

SiDEY— case of perforation of head, 538.

Sigaultian operation, 512.

Silver—nitrate of, as a local emmenagogue,
634 ; oxide of, in fibroids, 694

;
applica-

tion of nitrate to interior of uterus, 740.

Simon—operation for vesico-vaginal fistula,

36.

Sims, Marion—operation for vesico-vagi-

nal fistula, use of metallic sutm-es ui.
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37, 55, 505 ; his speculum, 41 ; radical

cure of prolapsus uteri, 761.

Skin— sympathetic aft'ections of, 20
;

eruption on, during pregnancy, 373.

Smellee—perforator compared with Nae-
gele's, 526.

Smith, Tyler—on craniotomy, 514.

Sound, uterine—use of, for diagnosis, 28
;

use in diagnosis of ovarian tumours,

422 ; use in tapping ovarian cyst, 455
;

in subinvolution of uterus, 592 ; use of,

in fibroid tumours, 679, 681 ; use of,

in polypi, 717 ; use of, in chronic

metritis, 739 ; use of, in prolapsus

uteri, 756, 757
;

figure of, 771 ; use of,

in diagnosis of retroversion, 771; use

of, in treatment of retroversion, 775.

Speculum—iise in diagnosis, 28 ; duck-
bill, 40, 716

;
Cusco's, 716 ; use of, in

chronic metritis, 739 ; Dr. Lee on use

of, in displacements of uterus, 770.

Spleen— tumour of, distinguished from
ovarian tumour, 433.

Sponge-tent—use of, in diagnosis, 29 ; in

vesico-uterine fistula, 34 ; in intra-ute-

rine cancer, 146 ; ancient use of, 246
;

use of, in dysmenorrhoea, 251 ; use of, in

fibroid tumour, 698 ; use of, in intra-

uterine polypi, 718 ; methods of pre-

paration and introduction, 719
;
dangers

attendant on use of, 720
;
compression

of mucous polypi with, 722 ; use of, in

clironic metritis, 741 ; use of, in retro-

version, 778.

Spurious pregnancy. See under Preg-

nancy.

Startin—his hollow needle for metallic

sutures, 45.

Stem-pessaries. See under Pessaries, in-

tra-uterine.

Stearoid tumours of ovary, 399.

Sterility—as a sign of uterine disease, 9
;

from stricture of os uteri, 251 ; in gene-

ral and in ovarian disease, 411 ; in

fibroid tumours of the uterus, 678 ; in

chronic metritis, 738 ; from displace-

ments of the uterus, 769.

Stimulants—use of, in surgical fever, 337.

Stricture—of os and cervix uteri, 234
;

treatment of, by bougies, 248
;
by intra-

uterine pessaries, 250 ;
by incisions,

252.—Of vagina, 256.—Of rectum, dis-

tinguished from retroversion of uterus,

774.

Subinvolution of uterus after delivery

—

lecture on .(XXXVIL), 585 ; cases

of, 585
;

pathology, 587
;

etiology,

588
;

semeiology, 589
;

physical dia-

gnosis of, 590 ; duration of, 592 ;
hyper-

trophy of uterus in, 593
;

treatment,

593.

Sulphuric acid—as a caustic, 183, 194.

Super-involution of uterus, 597 ; case of,

598 ; causes of, 601
;
diagnosis of, 602.

Suppuration in pelvic cellulitis, 66 ; se-

condary, in surgical fever, 312.

Sui'gical fever—after amputation of cervix,

176 ; lectures on, (XVIII.) 296, (XIX.)

308, (XX.) 319.

Sutures—use of metallic, 36.

SjTicope—fatal, after pelvic operations,

174.

TAIL— child bom with supposed, 218.

Tannin—local use of, in menorrhagia, 164.

Tapping—in ovarian dropsy, 444 ; in Fal-

lopian tube dropsy, 553.

Teal—treatment of recent wounds, 650.
Tent. See under Sponge-tent.

Thomas, Gaillaed—on pelvic inflamma-
tions, 112.

Thrombus—peMc, 125
;
vaginal, 136.

Thyroid gland— enlargement in uterine

affections, 21.

Tonsillotome—use of, for excision of pol)'pi,

.725.

Toothache—sympiathetic in pregnancy and
uterine disease, 16.

Toxsemia—cause of surgical fever, 309
;

measures for combating, 329 ; in phleg-

masia dolens, 344 ; in puerperal mania,

559.

Tuberculosis—of Fallopian tubes, 542.

Tumours. See under Ovary, Fibroid,

Uterus, etc.

Turning—in obstructed labour, 512.

Tympanitis—in uterine disease, 15 ; in

spui'ious pregnancy, 375 ; treatment of,

392 ; distinction from ovarian tumour,
426.

ULCER—corroding, 149; chronic, of cer-

vix uteri, 16, 742 ; differential diagnosis

of simi^le from cancerous, 745 ; of

stomach, diet in, 746
;

occurring on
prolapised uterus, 754.

Urethra, painful caruncles of, 13, 16
;

lecture (XVI.) on, 273.

Urine—alterations of, in pregnancy and
uterine disease, 17.

Uteiiis. See under Cervix.—Diagnosis of

disease of, 1
;
irritable, 26

;
leeching of,

80, 747
;

displacements of, in pelvic

peritonitis, 102 ;
displacement of, in

hematocele, 129 ; cancer of, 140 ; ex-

tirpation of, in cancer, 168
;
application

of caustics to, 185
;
neuralgia of, 228;

rheumatism of, 229 ; membranous casts

of, 230 ; contraction of os, 234 ; dilata-

tion of OS, 245 ; condition of os before

and after labour, 252 ; incision of cer-

vix, 253
;
coagulation in veins of, after

deliveiy, 356 ; disease of, causing spu-

rious pregnancy, 380 ; distinction of
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retroverted, from ovarian tumour, 417 ;

gravid, distinguished from ovarian drop-

sy, 418 ; fibroid tumours of, 420 (see

Fibroid)
;
droj^sy of, 431 ; subinvolu-

tion of, 585
;
superinvolution of, 597 ;

atropliy of, 597
;
physical cliaiiges of,

in amenorrlirea, 613
;

dry cnpping
the intei'ior of, method of, C35

;

undersized, 641
;
inflammatory hyper-

trophy of, 737
;
applications to interior

of, 740 ;
jirolapse of, lecture (XLIX.)

on, 751 ; increased weight of, leading to

prolapsus, 754 ; inversion of, 717, 757
;

extirpation of, in prolapsus, 762 ; retro-

version of, lecture (L.) on, 764 ; nor-

mal position of, 764 ; anteversion of,

765 ; relaxation of ligaments of, 766
;

hypertrophy of, in retroversion, 766
;

frequency of displacements of, 767.

VAGINA—closures and contractions of,

lecture on (XV.), 256 ; fissures of the

orifice, 270 ; leucorrhceal discharge from,

729 ; artificial narrowing of, in prolapsus

uteri, 761.

Vaginismus—nature and treatment, 284.

Vaginitis— causing occlusion of canal,

259
;
causing leucorrhoea, 729 ; treat-

ment of, 733.

Varix—pudendal, 137.

Veins—condition of, in phlegmasia dolens,

342 ; obstruction of, in phlegmasia do-

lens, 352.

Velpeau— on excision of mamma, 185
;

on injections of iodine into ovarian

tumours, 468.

Veratrum viride—use of, in surgical fever,

334.

Version—podalic, in obstructed labour,

512.

Vesico-vaginal fistula—lecture on, (II.) 30,

(III.) 40 ; from cancer, 144.

ViDAL—incurability of vesico-vaginal fis-

tula, 34.

VlRCHOW—on epithelial disease of cervix

uteri, 147, 181 ; on leucocythosis, 311
;

on embolism, 313 ; on pathology of
• fibroid tumours, 663.

VoGEL—on pathology of fibroid tumours,
662.

Vomiting— in , pelvic peritonitis, 101;
treatment of, 118 ; in spurious preg-

nancy, 387.

Vulva—occlusion of, in children, 260 ; neu-

romata of, 283
;
neuralgia of, 284 ; fis-

tula of, 288 ; various forms of vulvitis,

290 ; vulvitis causing leucorrhcea, 729
;

artificial contraction of, in prolapjsus

uteri, 760.

WALSHE—on cancer, 192.

Wardrop—on value of bloodletting, 325.

Wedl— on stnicture of urethral caruncles,

275.

Weir, Graham— on intra-uterine pes

saries, 640
;
vaginal i)essaries, 762.

Wells, Spencer— amputation of cer-

vix uteri, 172 ; on ovariotomy, 489
;

ovariotomy table, 501
;

ovariotomy
clamj), 505.

Whites. See under Leucorrhiea.

Wilson—case of coccygeal tumour, 217.

Wire—for sutures, 36 ; in abscesses, 92
;

in fistula, 289 ; in hydrocele, 466 ; in

ovariotomy, 505.

Wise—on consolidation of blood, 312.

Womb-.stones. See Fibroid tumours, 674.

WuTZEii— operation for vesico-vaginal

fistula, 36.

YOUNG—on preijaration of patients for

operation, 320.

ZIEGLER—on galvanism in amenorrhcea,

641.

Zinc—dried sulphate of, as a caustic, 183,

194 ; mode of application to uterus,

199 ; chloride of, as a caustic, 194,

195 ; case of malignant ulcer of cervix

cured by, 202
;

application of dried

sulphate to interior of canal of cervix,

749.

THE END.

Printed by R. Clark, Ediiilnrgh.












